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A FURTHER REPORT IN REGARD TO THE 
TREATMENT OF ENTERIC OR TYPHOID 
FEVER BY MEANS OF SYSTEMATIC 
COLD BATHING, IN THE GERMAN 
HOSPITAL, PHILADELPHIA. 

By J. C. WILSON, M.D, 

PHYSICIAN TO THE HOSPITAL AND PROFESSOR OF THE PRACTICE OF 
MEDICINE IN THE JEFFERSON MEDICAL COLLEGE, 

THE treatment of enteric fever by systematic cold 
bathing, according to the method of Brand, has 
now been practised in the German Hospital since 
the first of February, 1890. It is the only treat- 
ment employed, and all patients suffering from this 
disease are submitted to it, except very rare cases 
brought into the hospital moribund, or those that 
are brought in late in the course of the attack—z. ¢., 
during or after the third week. 

I have already published some accounts of the 
treatment as practised in the hospital, and its 
results. These publications' cover the work to June 
1, 1891, and contain the results of the analysis of 
three series of cases, as follows: 

1. February 1 to July 15, 1890, under my service, 
40 cases, no deaths; average number of days in 
hospital, 36.2. 

2. July 15, 1890, to February 1, 1891, services 
of Dr. Trau and Dr. Wolff, 54 cases, 1 death; 
average number of days in the hospital, 38.2. 

3. February 1 to June 1, 1891, under my service, 
66 cases, 7 deaths; average number of days in hos- 
pital of the non-fatal cases, 26. 

Total in 16 months, 160; total deaths, 8, or 5 per 
cent. 

In the above. series of cases relapses occurred 
eleven times, multiple relapses once. The average 
number of baths in the cases of the first series was 
42; the smallest 10; the largest, 138. 

The medical service during the year is divided 
into three periods of four months each. As the 
treatment is a matter of routine, and systematically 
carried out in each of the services, the cases may 
hereafter be reported in annual series. 

The following table, compiled from the records 
of the hospital by Dr.. Woodward, late resident phy- 
sician, shows the statistics for the year, June 1, 
1891, to June 1, 1892: 





' THE MEDICAL NEws, December 6, 1890, p. 588. Inter- 
national Clinics, July, 1891. 





CASES OF ENTERIC FEVER TREATED BY SYSTEMATIC 
CoLpD BATHING. 


Series No. 4. June 1, 1891, to June 1, 1892. 






































Beat | | | Ist day! Days | Num- 
Admis- | |Day of | Max. 
No. | "sion. Sex. Age. disease temp. ‘wae. heen oi 
| 1891. | | 
I |June 7 | F. | a2 7 | 105.4] 21 36 43 
awe | M. | 22 Io | 105.2} 28 | | 80 
Fi. 12. F. 20 7 | 104.6] 20 | 4 | ag! 
4}. 25| M.| 8 8 | 107.6] 32 49 | 103 
si -* af |.M. 27 8. | 105.0] 31 38 | 65 
6| “* 28 F. | 2 II 103.6] 17 a7 | 37 
a1. ae oa 18 6 | 104.8] 25 23 | 48 
8 jJuly 6; M. 24 7 | 106o0}| 27 | 35 | 27 
945° ad ee 28 3 | 1024) Io | 18 | 2 
Io} “ 22; M. 31 7 | 104.0] 18 | 29 | 28 
Ir “ a2; M.| 18 7 | 104.4] 18 | 26 | 31 
m2| “ 28} M., 25 8 |-104.4] 30 | 38 | 57 
13; “ 29| M.| 40 4 | 103.6! 34 | 47 | 41? 
14 |Aug 4) M. | 28 5 | 105-4) 45 | 69 | 34% 
| “ 5| F. | 20 9 | 104.0} 29 | 41 | 4xt 
16| * 7| M. 18 8 | 104.8; 31 33 | 86 
17; “ 8| M.| 29 7 | 104.0) 26 | 33 | 29 
| “ 18) M. 30 10 | 103.6} 18 | 35 | 
Ig} “ 20) F. | 28 3 | 10%4/ 23 | 37 | 3% 
20} ‘“ 27| M. 25 6 |.104.4; 18 | 27 | 40 
ar |Sept. 4 F. 42 7 103.6; 32 | 42 | 13 
22} “ 14} M. 19 ee | 108.0] .. | 4% | 54 
23] * 14) F. 32 ion | | RORST ccs. | OO 1 OS 
24} “ 19] F. 42 woo} BOMB). | ee 
as | ‘“ at | F. 26 we =| 1034 | 24 | 20 
26| “ 22| F. 18 we | 104.8 27 | 39 
27| ‘* aa| F. 32 wee | 104.2 | 206 | 8 
28 | “ a2/ F. 26 ws | 103.6} | %6 | 9 
29|/ “ a7} F. 21 ww. =| 105.8 | 53 | 33 
go| “ 28| F. 24 eee | 102.6 | 19 | § 
31 |Oct. 6| M. |} 17 we | 1024 | 48 | “58 
ga} “ 13) M. 29 ace 105.4] ww. | 42 | 73 
33} “ 19| F. 22 vce | 205.0] .. | JO | 92 
34 |Nov. 4| M. | .22 woe | ZOQMOE he gg py 
3s | “ 7)| M. 22 eee 104.0/ «. | 14 4 
36| “ ‘9 | M: | ‘a7 ss | 1030} .. | 35 | 4 
37| “ | M. | 26 «» | 103.8] .. | 22 | I§ 
98 | “ | M. | ag | | 3066]... | 90°) & 
go f°" 1] F. 18 can’ *| SOQMT tes 6r | 1216 
‘40 |Dec. 13 | M. 22 be 103.2} ... 37 | 5 
ar| “ t7| M. 35 vee | L0G) ve | 52 | 627 
42 |Jan. 5 | M. 18 co: | EE: dee 28 | 32 
43| ‘* 6] M. 31 “ee 103.6} ... 26 | 39 
44| “ 16| M. 20 ee 309.87"... 32 | 34 
4s| “ 17| M.| 19 ve | 104.6! 2. | 6 | 348 
46 |)" 17] F. 14 6 | 106.6) 33 | 66 | 138 
47| “* 20] M. 22 5 | 105.2; 24 | 3! 80 
48| “ 23| M.| 18 7 | 105.0) 15 | 23 | 38 
4o| “ 24| F. 26 1o | 108.4) .. | 42 50? 
oe) toe M. | 13 3 | 104.0] ... | 15 75° 
51 “26 F. 27° I 102.8; 13 aI 8 
52 |Feb. 1 | M. 19 7 1050} 48 | 26 | 37 
sg'| “* x2. M. 25 5 | 104.6! 3 | 48 | 106 




















1 One relapse. 2 One relapse. 
8 Two relapses. * One relapse. 
5 (Insane before admission.) Developed insanity. 

6 One relapse. 

7 Relapse after ten days of normal temperature. 

8 Death—croupous pneumonia, 

9 Death. Pronounced nervous symptoms from outset. 
10 Death from cerebral meningitis. 

11 Intestinal hemorrhage. 
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Deaths, 4. Mortality, 6 per cent. 


The fatal cases were as follows : 

No. 45.—H. S., male, nineteen years of age, a 
barber, died six days after admission, of double 
pneumonia. 

No. 49.—A. S., female, twenty-six years of age, 
was admitted on the tenth day of the disease. From 
the outset the temperature ran very high. The 
nervous system was greatly affected, culminating in 
delirium five days before death. She lived eleven 
days in the hospital. One half hour after death the 
thermometer registered 109.8°. 

No. 50.—L. H., male, thirteen years old, was 
admitted on the third day of the disease. He died 
on the fifteenth day, with symptoms of cerebral 
meningitis. 

No. 60.—O. C., male, twenty-four years old, 
was admitted on the eighth day of the disease. He 
developed pneumonia on the seventeenth day; 
intestinal hemorrhage on the nineteenth day, twen- 
tieth day, twenty-second day; and died on the 
twenty-third day. 

The foregoing table shows the main facts in 
regard to this series of cases. 

The patients were chiefly adolescents and young 
adults, their ages ranging from thirteen to forty-two 
years, as follows: 


Under 15 years . 
to 20 years . 
“ 


Relapses occurred in 8 cases, 12 per cent., in 
1 of which a second relapse took place. 

The average number of baths administered was 
about 44; the smallest, 1; the largest, 149. In 
2 cases 5 baths only were given ; in 1 case, 4 baths ; 
in 1, 2 baths; andin 1, ronly. These were either 
abortive cases or cases admitted late in the course 
of the disease, in which the axillary temperature 
after the last bath never rose to 101.5°. 

The average number of days in the hospital of the 
non-fatal cases was about 35. 





1 One relapse ; intestinal hemorrhage. 2 
2 Death—pneumonia and intestinal hemorrhage. * One relapse. 





The total number of cases treated by this method 
to June 1, 1892, is 226; the total deaths, 12—s5,; 
per cent. In the entire series of 226 cases relapses 
occurred in 1g instances; more than 1 relapse oc- 
curred in 2 cases. 

The statistics of the German Hospital now rest on 
a sufficient number of cases and extend over time 
enough to warrant conclusions as to the efficiency 
of the treatment in an American hospital. It has 
reduced the death-rate in this institution nearly 
50 per cent. from the best showing of previous years, 
and 66 per cent. from the most favorable statistics 
of the hospitals of the city under other methods. 

It is our custom at the German Hospital to ad- 
minister to the patient upon admission, if before the 
1oth day, a iaxative dose of calomel, from gr. vijss-x, 
and in cases entering the hospital during the first 
week this dose is very often repeated; otherwise, 
the management of the cases in almost all instances 
conforms strictly to the method of Brand. The 
necessity to depart from the routine plan in any par- 
ticular has scarcely ever arisenin my service. In 
the services of Dr. Trau and Dr. Wolff it has been 
infrequent, but not to the same extent. 

When patients are admitted after the disease has 
made some progress, at the end of the first or during 
the second week, pending the influence of the baths 
in controlling some of the more important symp- 
toms, an influence which does not show itself until a 
number of baths have been administered, it has 
been thought necessary occasionally to administer 
strychnine as a cardiac stimulant ; and to control a 
troublesome diarrhea not moderating after the action 
of the calomel, by an occasional opium-suppository. 
The maxim of universal application, that the patient, 
and not the disease, is to be treated, is constantly 
observed. 

The details of the method of Brand are fortu- 
nately becoming well understood, but as these may 
not be familiar to some, I reprint the following 
from THE MeEpIcau News, of December 6, 1890 :' 

The method of Brand consists in the following sys- 
tematic procedure : 

Whenever the temperature taken in the rectum 
reaches 102.2° F. (39° C.) the patient is placed in a bath 
of 65°F. Acompress, wet with water about five degrees 
lower, is placed upon the head, or water at a lower tem- 
perature is poured upon the head and shoulders. The 
patient remains in the bath fifteen minutes, during which 
time he is systematically rubbed by the attendants and 
encouraged to rub himself. At the expiration of that 
time he is removed from the bath, and iy in a 
coarse linen sheet, over which a blanket is folded, the 
extremities being thoroughly dried and rubbed. A little 
wine or spirits is then given. This is repeated every 
three hours, unless the temperature remains below 102.2° 
F, The alimentation is liquid, nutritious, and carefully 
regulated: No drugs are administered. 





1 The Treatment of Enteric Fever, with Special Reference to 
the Method of Brand. An Address before the Lycoming County 
Medical Society, delivered at Williamsport, Pa., Nov. 4, 1890. 
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Glénard! gives the following outline of the technique: 

“ If the diagnosis of typhoid fever is probable, recourse 
should be had to the baths, whatever may be the symp- 
toms. The full tub should be placed in the ward or 
chamber, parallel to the bed at a distance of one or two 
meters, the floors properly protected by oilcloth, and a 
screen placed between the bed. and the bath-tub. A 
sufficient quantity of water should be used to cover the 
patient’s body to the neck. It should be of a tempera- 
ture of from 64.4° to 68° F. (18° to 20° C.). The baths 
should be prepared without disturbance or noise, There 
should be placed on the floor near the head of the tub 
two pitchers of cold water of a temperature of from 46.4° 
to 50° F. (8° to 10° C.), each containing four or five quarts 
(liters). A glass of water should be at hand. The first 
bath should be given preferably about four o’clock in the 
afternoon, unless there is some urgent reason for select- 
ing a different hour, and the physician should be present. 
The rectal temperature is taken, the urine is voided, and 
the patient is assisted into the full tub, the screen having 
been removed. If there is perspiration the patient is 
dried before entering the bath. Cold water from the 
pitchers is poured upon the head and the back of the 
neck, for one or two minutes, the amount being from two 
to three quarts (liters), Then a swallow of cold water 
or red wine is given. This being done, the whole surface 
of the body is briskly rubbed with a sponge or brush, 
and the patient is made to rub his abdomen and chest. 
These frictions stimulate the peripheral circulation, pre- 
vent the accumulation of heat at any one point, moderate 
the sensation of cold, and help to pass the time; they 
are not indispensable. Shivering appears, as a general 
rule, in between eight and twelve minutes ; this is a neces- 
sary evil to which too much attention is not to be paid. 
Toward the middle of the bath, or at its termination, 
cold water is again poured over the head and neck. The 
time occupied ought to be at least fifteen minutes, longer 
if the head is still warm and the cheeks red, or if the 
temperature of the patient was very high before the bath. 

“The patient should leave the bath without precipita- 
tion. He cannot take cold; thoracic complications are 
caused by typhoid fever and not by chilling. The air of 
the apartment should be pure and not too warm; the 
window should be opened in the intervals between the 
baths; during the bath it ought to be closed. On leaving 
the bath, the patient should be gently dried with a towel. 
The bed should be carefully made during each bath. If 
on returning to the bed shivering takes place, the limbs 
should be rubbed and a hot bottle placed at the patient's 
feet. A cold compress, covered with oil-silk or flannel, 
should be placed over the abdomen, and a little warm 
nourishment administered. 

‘ Three-quarters of an hour after the bath the rectal 
temperature should again be taken. If, however, it is 
found to be below ror° F. (38.5° C.), it is not necessary 
to take it again for three hours, 

“Alimentation should consist of the following articles : 
Milk diluted with coffee-or tea or cocoa (a quarter of a 
liter at each administration) ; thoroughly cooked gruel, 
oatmeal, tapioca, or vermicelli; veal, mutton, or chicken 
broth, freed from fat when cold, and reheated at the 
moment of administration. As a drink, pure cold water 
should be given; the indication for wine or spirits is 
urgent only in cases that are subjected to this treatment 
late in their course, If the patient does not sleep, or 
sleeps badly, he is to have a draught of iced water, and 
the abdominal compress is to be changed every quarter 
of an hour. The discharges from the bowels are to be 
preserved for inspection, and the total quantity of urine 
may be collected in the same vessel. Neither age, sex, 
menstruation, pregnancy, nor sweating (except that 
which occurs at the end of defervesence) in any way 
modifies the treatment. In women who are weaning 


1 Le Bulletin Médical, February 26, 1888. 








their children, cold compresses should be applied to the 
breasts and be frequently renewed. If diarrhea persists, 
it is to be combated by cold compresses, which may be 
kept cold by the aid of a bladder of ice. If there is con- 
stipation, it is to be treated by cold enemata, and, if these 
fail, by enemata consisting of one part of cold water and 
one part of fresh ox-gall. 

“ When the temperature before the bath is very high, 
or if the fall forty-five minutes after the bath is less than 
1.8° F. (1° C.), the bath must be prolonged to eighteen 
or twenty minutes. It is very rarely necessary to modify 
the general formula. After the temperature does not 
exceed 109 2° F. (39° C.), but yet reaches 101.3° F. (38.5° 
C.), it is necessary to treat these slight exacerbations by 
baths of 68° F. (20° C.), and of five minutes’ duration, in 
order to prevent the prolongation of the fever or the 
occurrence of relapse, and to shorten convalescence. If 
relapse occurs, it must be treated according to the gen- 
eral formula, When the temperature no longer exceeds 
101.3° F. (38.5° C.), defervescence being established, the 
baths are discontinued, and the patient should be treated 
as convalescent, but is to be kept in bed until the tem- 
— has not exceeded 100.4° F. (38° C.) for four days. 

e may then rise and in a short time walk in the open 
air; he may prolong his promenades according to his 
strength, and one will be struck by the rapidity with 
which his strength increases after every outing. Proper 
precautions are to be taken against cold. As to alimenta- 
tion, already during defervescence there may be added 
to his soup, milk, or bouillon, either one or two raw eggs 
daily, or, a little later, one or two teaspoonfuls of scraped 
raw meat or a little toasted bread or biscuit; but the 
aliment must always be given in liquid form, 

“ The régime of the convalescence should be gradually 
established, and may consist of solid food after the tem- 
perature has not risen above 100.4° F. (38° C.) for four 
days.! At this period the intervals between the feedings 


should be at first three hours during the day; afterward 
one regular meal daily may be given; and a little later 
the patient may have roast beef and fish, morning and 
evening, and bread in small quantities. The appetite is 


excellent, and it is necessary to control it. For the first 
two days of the convalescence the temperature is to be 
taken as before; after that, for a week, morning and 
evening. At the end of that time temperature observa- 
tions may be discontinued. : 
“During the treatment by baths, one attendant is 
required for the day and one for the night; these duties 
may be fulfilled by members of the family. Ina hos- 
ital one bath-tub may be used for a dozen patients, 
ut it is better to use one for six patients. Two attend- 
ants are sufficient for twelve patients. It is not neces- 
sary to renew the water of the bath every three hours; 
once in twenty-four hours is sufficient. The patient 
treated from the beginning in this manner never suffers 
from fecal incontinence. As a rule, the patient should 
pass his water before entering the bath. During epi- 
demics the water of the bath, if it is not soiled, should 
serve for several patients, and should only be renewed 
two or three times a day.” 
- This is the line of treatment to which, rigorously car- 
ried out, the extraordinary results which I have indicated 
are ascribed, That it seems heroic, thus briefly stated, 
cannot be denied, That it is heroic to those who see it 
practised for the first time is more than true. Precon- 
ceived notions in regard to the management of typhoid 
cases are violated. The frequent disturbance for the 
of taking temperatures and bathing, the fact 
that the patients are compelled to rise from their bed, and 
with the aid of the attendants, to step into the bath, the 





1 Better not until the evening temperature has not risen above 
normal, say 99.5°, fora week. The unstable temperature of con- 
valescence deprives transitory rises to 100.4° or thereabouts of any 
great significance.—J. C. W. 
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pallor, shivering, and the blueness of the extremities 
which show themselves during the course of the bath, 
and continue for a varying time after the patient is put to 
bed, demand conviction on the part of the physician, 
and the courage of conviction to continue. 

It is only when the favorable effect upon the condition 
of the patient is seen, and when we reflect that in every 
hundred cases at least ten lives, which would be lost 
under the expectant-symptomatic treatment, are saved by 
strict cold bathing, that we dare to proceed. 

What is the ellact upon the course of the disease in 
cases treated from the beginning ; that is, before the fifth 
day? Brand declares that the classical picture of typhoid 
fever is no longer seen, It may be objected to this that 
we do not get our cases before the fifth day; and even 
if they come under observation so early a positive diag- 
nosis cannot always be made at that time. Only in 
garrison life and in epidemics will a treatment so radical 
be justifiable at the onset of a vague febrile disease. 
But Brand’s statement is true of cases in whicly treat- 
ment is instituted at a later period, even so latg as the 
middle of the second week, After six or eight/baths the 
familiar picture is no longer seen. Deliri 
stupor gives way to light somnolence, fro 
patient is easily aroused with a bright expression and a 
clear mind. The tongue becomes moist and clean, and 
remains so, There is desire for food, and very com- 
monly a complaint of hunger. The abdomen is not 


tympanitic. Diarrhea is rarely excessive or troublesome. 
In short, there remains, in the words of Brand, of the 
ordinary picture of typhoid nothing more than (a) a 


moderate fever, (4) an unimportant bronchial catarrh, (c) 
enlargement of the spleen, (@) the rose rash, and (e) in- 
filtration of the intestinal glands. Everything else is 
prevented, and what might have been a severe case runs 
its course as a mild one if the patients are brought under 
treatment sufficiently early. Exceptions to this state- 
ment occur only when complications develop at the 
onset. There are wg wasting and progressive anemia, 
as in all prolonged febrile diseases, but severe enteric 
fever is changed to mild, the mild to a still milder form. 
This is brought about through the control of the tem- 
perature and by preventing disturbances of normal 
functions. The treatment is directed against the typhoid 
process as an entirety. 

It does, it is true, not only reduce the temperature ; 
the repetition of the bath also controls the temperature 
and keeps it down. But the bath does much more than 
this. It acts upon the nervous system in such a manner 
as to enable it to withstand the toxic influences of the 
infecting principle and the product of its evolution. 
This it doubtless does by the action of cold water upon 
the peripheral nerve-endings, a reflex stimulus being 
transmitted to the nerve-centers presiding over the circu- 
lation, respiration, digestion, excretion, and nutrition. 
This — reinforcement of function is shown by im- 
proved action of the heart, the first sound continuing 
distinct, the pulse being slower and more regular, and 
the improvement in the arterial tension showing itself 
by an absence of dicrotism ; by persistence of appetite 
and digestive power, permitting freer alimentation with- 
out gastric disturbances ;- by deepening and slowing of 
the respiration ; and by the absence of nervous symp- 
toms, the increased excretion, the prevention of compli- 
cations, and the rapid convalescence. 

As was pointed out by Jiirgensen, every attempt to 
deviate from the routine treatment as above laid 2 ate 
is followed by less satisfactory results. The treatment 
thus stands by itself as a definite procedure, to be dis- 
tinguished from treatment by graduated baths, the cold 
pack, cold affusions, spraying, and other hydro-thera- 
peutic measures. It is especially to be looked upon as 
something distinct and different from the antipyretic 
treatment. Upon this Brand and his followers insist. 





REPREHENSIBLE, DEBATABLE, AND WECES. 
SARY ANTISEPTIC MIDWIFERY. 


By HENRY J. GARRIGUES, A.M., M.D., 
CONSULTING OBSTETRIC SURGEON TO THE NEW YORK MATERNITY 
HOSPITAL ; CONSULTING OBSTETRICIAN TO THE NEW YORK 
INFANT ASYLUM ; GYNECOLOGIST TO ST. MARK’S 
HOSPITAL, ETC, 


THERE are always some people whose nature 
impels them to push everything to such extremes 
that the best becomes distorted and injurious. Anti- 
septic midwifery has not escaped the common lot. 
In the name of this most excellent system things 
have been done, and are, perhaps, yet being done, 
that, far from protecting the parturient woman, 
expose her to greater danger than if she were 
left alone to give birth to her child unassisted by 
anybody. 

In a recently-published work on obstetrics we read 
that of late in every case of delivery, not only the 
vagina but the uterus is washed out with a solution 
of carbolic acid or corrosive sublimate, immediately 
after delivery, or an Ehrendorfer’s suppository 
pushed up into the womb beyond the internal os. 
I suppose the author has good authority for this 
statement. To me, the thing is new—or rather, very 
old. Thirty years ago every patient delivered at 
the School for Midwives, in St. Petersburg, had her 
uterus washed out with a solution of chlorinated 
lime, two or three hours after delivery, which pro- 
cedure was repeated several times during the first 
forty-eight hours.” Nowadays I am not aware that 
anybody uses prophylactic intra-uterine injections, 
and if they are used, it is hardly necessary to add 
that the practice is unjustifiable both from a theoretic 
and a practical standpoint. The normal uterus 
does not contain microbes, while the manipulations 
necessary for such a treatment might bring them 
there, not to speak of the danger of interfering with 
the thrombi closing the uterine sinuses. 

Quite recently a French author has gone so far in 
his prophylactic antiseptic zeal that he administers 
a vaginal douche of a 1 : 2000 solution of corrosive 
sublimate twice a day, beginning four weeks before 
the expected time of confinement. During the last 
week he injects only once in two days, but then he 
places a tampon of iodoform-gauze in the vagina, 
changing it every two days and leaving it to be ex- 
pelled by the child. After delivery there are again 
injections with corrosive sublimate and tamponing 
with iodoform-gauze, besides the application to the 
vulva of a pad impregnated with one of these sub- 
stances.* It is almost amusing to see this misplaced 


1 Read before the Section on Obstetrics and Gynecology of the 
New York Academy of Medicine, October 27, 1892. 

2_O. von Griinewaldt : Petersburger med. Zeitschrift, 1863, vol. 
Vv, p. 28. 

8 Verchére : Centralblatt fiir Gynikologie, 1890, No. 37, vol. 
xiv, p. 663. 
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activity in the light of the endeavors of others to 
simplify the antiseptic prophylaxis and the splendid 
results obtained in that way. 

As belonging to reprehensible antisepsis, I would 
also reckon the use of vaginal injections of strong 
solutions of mercuric chloride before or after de- 
livery. In another paper,’ I have reported twenty 
cases of. death from this drug in obstetric practice, 
to which I have added two new cases. I came to 
the conclusion that it was not safe to use a stronger 


solution than 1 : 5000 and not more than three pints." 


It is now nine years since strict antiseptic mid- 
wifery was introduced in the Maternity Hospital, 
and the result has uniformly been, there as elsewhere, 
an enormous decrease in mortality and morbidity. 
During the nine years (1875-1883) preceding the 
introduction of the new treatment, 3504 women 
were confined, 146 of whom died, ¢#. ¢., 4.17 per 
cent. During the last six months before the change 
was made, 237 women were delivered, 19 of whom 
died, or 8 per cent.; and of these, 17, or 7.17 per 
cent., succumbed to sepsis. During the last month 
the total mortality reached even 20 per cent., and 
that from infection 15.69 per cent. 

During the first three months after the change, 
from October 1, 1883, till January 1, 1884, we had 
102 deliveries without a single death. From that 
time the mortality has been as shown in the follow- 
ing list : 

Per cent. 


From Total 
sepsis. mortality. 
4 1.53 
0.56 
1.12 
1.30 
0-79 
0.32 
1.13 
0.42 


0.90 


Deaths. 


From 
sepsis. 
0.76 

foke) 
0.22 
0.26 
0.0 
0.0 
0.29 
0.0 
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Year, Deliveries. Total. 


1884 
1885 
1886 
1887 
1888 
1889 
1890 
1891 


522 
537 
446 
389 
377 
314 
345 
240 
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Total, 3170 


Thus the total mortality has been reduced to 
between one-fourth and one-fifth of what it used to 
be. It is less than 1 per cent.; that from sepsis is 
less than one-fifth of 1 per cent. ; and there have 
been whole years in which not a single patient has 
been lost in this way. — 

If these figures are eloquent enough to fill our 
hearts with joy, and to teach a lesson to the profes- 
sion of this city and this country in general, a com- 
parison with other institutions both here and abroad 
shows that yet better results might be obtained. 
Thus, the report of the Sloane Maternity shows 
that in the first 1000 cases only 6 were lost, and of 
these only 1 of septicemia.” Pippingskéld, of 





1 Garrigues: ‘‘ Corrosive Sublimate and Creolin,” Am. Journ. 
of the Med. Sci., August, 1889, vol. xcviii, p. 109. 
2 James W. McLane: Am. Journ. Obstetrics, April, 1891, vol. 
XXxiv, p. 417. 
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Helsingfors, had during the years 1884-1887, in an 
average of 650 deliveries per annum, a total mor- 
tality of only o.29 per cent.’ Mermann, physician 
to the Lying-in Asylum of Manheim, reached nearly 
700 cases before he had a death, and that was due 
to rupture of the uterus.?. The late Carl von Braun, 
of Vienna, had 1004 consecutive cases with only 2 
deaths.* 

Dr. McLane nearly in every detail follows the 
same treatment as that in use in the Maternity Hos- 
pital. That the result in the latter institution 
is less good is probably due to the influence of 
the intimate connection with the City Hospital, 
to the presence of a large training school for nurses 
employed in both hospitals, and to the lack of ex- 
perience in the constantly changing assistants. 

The nature of the antiseptic measures used in the 
Maternity Hospital is known, or may be learned from 
my little book.* The only change I have made in 
the course of these years has been to substitute 
creolin for corrosive sublimate for vaginal and intra- 
uterine injections. Since the 2 per cent. emulsion 
originally used caused rather severe smarting in some 
patients, I reduced the strength tor per cent. This 
drug combines the three valuable qualities of being 
a lubricant, an antiseptic, and a hemostatic, besides 
being so innocuous that it may be taken internally 
in large doses without causing the least disturbance. 

The value of many of the details in our treatment is, 
of course, debatable, and perhaps open to improve- 
ment. Thus I think the routine use of ergot might 
be dispensed with. It is a remnant from a time 
when the real antiseptic prophylaxis was yet defec- 
tive. The last time I was on duty I did not use it, 
and did not see any disadvantage in consequence. 

The question whether or not it is advisable to use 
vaginal disinfectants before delivery has of late years 
been much debated in Germany, and the clinical 
results obtained with both systems offer such contra- 
dictions that I do not think the answer can yet be 
given. While Leopold, Mermann, Gléckner and 
Keller, Szabé and Bumm, think that these increase 
mortality and morbidity, Frommel, Steffeck, and 
others have had the opposite experience. Person- 
ally, I am opposed to rubbing or scrubbing the 
vagina, as some think necessary, but as to a vaginal 
injection before delivery, I believe yet that it is 
useful. It will remove both dirt and microbes, and 
if at the same time it removes a layer of thick mucus 
that lubricates the vagina and, therefore, protects 
the perineum, it is easy to see that new mucus is 





1 J. Pippingskéld : Centralbl. f. Gynak., 1891, No. 33, vol. xv, 
p- 680. 

2 Mermann: Centralbl, f. Gynak., 1891, No. 11, vol. xvi, p. 209. 

8 Herzfeld: Centralbl. f. Gynak., 1890, vol. xiv, p. 784. 

4 Garrigues: Practical Guide to Antiseptic Midwifery in Hos- 
pitals and Private Practice. Detroit, Mich.: George S. Davis, 
1886. 
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poured out in abundance to replace the first. 
While I think one vaginal douche is useful, I do not 
believe in repeating it, as the epithelium suffers, and 
even pus may begin to form by too much contact 
with fluid. After the birth of the child no vaginal 
injections should be given in normal cases, but only 
if it has become necessary to introduce the hand or 
instruments into the vagina. Intra-uterine injec- 
tions are given on the same principle if the womb 
has been entered, or in cases of macerated fetus. 

To cover the presenting part and the opening 
vulva with antiseptic lint is perhaps superfluous, but 
it often facilitates manipulations to have a cloth 
put on the presenting part, and if one is used it 
ought, of course, to be disinfected. After the birth 
of the child, when the vulva is gaping, I take it to 
be still more important to cover it. 

That the occlusion-dressing is not necessary ap- 
pears from the fact that, for instance, in the large 
lying-in department in Vienna, they do not use 
any kind .of cover for the genitals, and still have 
as good results as any. But admitting so much, I 
still have a great predilection for the occlusion- 
bandage, and think it ought to be kept up. It is 


dangerous to draw any conclusion from the results 
obtained in the case of poor German and Austrian 
women, hardened by field labor and numberless 
other hardships, as compared with those in the case 


of the women of our country, accustomed to much 
greater luxury, but probably paying for this privilege 
by greater vulnerability and less power of resistance. 
The dressing is exceedingly pleasant to the most re- 
fined ladies. It is particularly useful in poor private 
practice by keeping out dirt that might otherwise 
enter the genital canal from bedclothes or wearing 
apparel. By its porosity it sucks out the discharges 
from the vagina, and thus, to a great extent, pre- 
vents the formation of clots. A decided advantage 
is also its deodorizing property, which insures the 
purest and sweetest air even in wards in which half 
a score of confined women are gathered together. 
Of late, Credé, Winckel, and others have written 
much against vaginal examinations. They go even 
so far as to declare that they should be avoided 
altogether in normal cases. By the patient’s groans 
and abdominal palpation, they say, sufficient infor- 
mation about the nature and progress of the labor 
may be obtained for the guidance of the physician. 
While I admit and have always taught that only 
few examinations should be made, and that in ordi- 
nary cases the examining finger should not penetrate 
beyond the external os, I think it is not only un- 
necessary, but wrong, to forbid vaginal examina- 
tions altogether. It is unnecessary, because with 
proper antiseptic precautions no infectious germs 
are introduced from without, and by not entering 
the uterus there is no risk of carrying up into that 





organ any that may have been left in the vagina. It 
is wrong, because the beginner will be deprived of 
a familiarity with what is felt in the vagina during 
labor, a knowledge that is indispensable for the 
recognition and treatment of abnormal cases. 

Nurses, on the other hand, should not be taught 
to make vaginal examinations. Their report is in 
most cases unreliable; and less familiar with all the 
details of antisepsis, they may infect the patient 
before she ever comes in contact with the doctor. 

While opinions differ among leading men in 
regard to these minor points, all agree as to the 
fundamental rules of antiseptic midwifery. Doctors 
and nurses must disinfect their hands and occasionally 
their arms, as for a celiotomy. The old-fashioned 
lubricants, oil, lard, butter, vaselin, etc., are ban- 
ished. If, exceptionally, a substance of that sort is 
needed, it must be an aseptic preparation, such as 
carbolized mollin. The patient’s skin and outer 
genitals are scrubbed and disinfected. 

After the birth of the child not a finger touches 
the genital canal in normal cases. 

If any part of the placenta is left behind it must 
be removed immediately. 

All instruments are rendered aseptic by boiling, 
or strong antiseptic solutions. 

The benefits of the antiseptic treatment in hos- 
pitals has been so enormous that all criticism has 
been silenced, and every doubt has vanished. From 
one end of the civilized world to the other the 
treatment is essentially the same, and our country 
is abreast of all others. But how different is it 
when we come to private practice. There wasa 
time, and it is not more than seventeen years ago, 
when the mortality in lying-in hospitals was so large 
that the International Congress of Physicians and 
Surgeons, at Brussels, adopted resolutions to the 
effect that all such institutions should be abolished. 
Now the tide has turned. Now the hospital is the 
safe place to be delivered in. It is in the private 
dwelling that lurks the danger. The poorest, the 
dirtiest, the most dissolute women are safely con- 
fined in a lying-in asylum; the richest, the young- 
est, the purest, the loveliest, succumb in giving birth 
to achild at home. I am not prepared to furnish 
statistics, but my own personal experience is enough 
to teach me that in my own private obstetric 
practice I have neither death nor sickness, while in 
consultation practice I see frequent deaths from 
childbirth or abortion. We need not nowadays 
search for the cause of the difference. With our 
present knowledge we know that it is only that I use 
strict antisepsis, and most general practitioners do 
not. Some smile benignly at the mere idea of using 
such superfluous measures in private practice ; others 
have a little mercuric chloride or carbolic acid 
around the house, but use it without system or per- 
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severance ; and yet, as our lying-in asylums are 
arranged, there is greater danger of the patient 
being infected by doctor or nurse in private practice 
than in the institutions. The young men who com- 
pose the house-staff of a lying-in asylum are strictly 
forbidden to enter the wards of a hospital; they 
have no private practice; they do not see an 
autopsy, and if, unfortunately, the asylum is a de- 
partment of a general hospital, the nurses are sub- 
jected to a thorough disinfection as to their bodies 
and clothes, under the supervision of their superiors, 
before they go from one institution to the other; 
while in private practice the physician may have 
treated a case of erysipelas or diphtheria the mo- 
ment before he is called to the confinement, and 
nearly all private nurses take promiscuously medical, 
surgical, and obstetric cases, disinfecting themselves 
as best they know, or as the combat between natural 
laziness and acquired conscience will prompt them. 

In my opinion, there should be no difference in 
the antiseptic prophylaxis in private and in hospital 
practice. Since we know from our hospital experi- 
ence that the dangers that in olden times surrounded 
childbirth can nearly all be eliminated, is it not a 
shame, or well-nigh a crime, to neglect, in dealing 
with women who pay us for our trouble, the pre- 
cautions which we invariably use in gratuitous 
hospital practice ? . 


In this country the doctor has even the advantage 
over many others, that he has the confinement case 
from the very start in his hands, before any ignorant, 
dirty, or conscienceless midwife has prejudiced the 
result by her baneful touch. 

The expense of what is really needed for the anti- 
septic treatment is small; the treatment itself is 


pleasant; its effects are only beneficent. What, 
then, can be the objection to its universal use in 
private practice? In hospital practice the victory 
is ours all along the line. Now let us unite our efforts, 
let us set shoulder to shoulder, and let us joinina 
general attack on the opposition yet offered by the 
general practitioner in private practice. I beg to 
offer the following preamble and resolution : 

‘‘ Whereas, experience both in this country and 
abroad shows that by strict antiseptic measures the 
total mortality in lying-in hospitals may be reduced 
to a few per thousand ; 

‘‘ Whereas, deaths due to childbirth or abortion 
are yet common in private practice ; 

‘* Resolved, That, in the opinion of the Section 
on Obstetrics and Gynecology of the New York 
Academy of Medicine, it is the duty of every 
physician practising midwifery to surround such 
cases in private practice with the same safeguards as 
are being used in hospitals.’’ * 





1 Preamble and resolution were unanimously adopted. 
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By JAMES M. BARTON, A.M., M.D., 
SURGEON TO THE JEFFERSON COLLEGE HOSPITAL, AND TO THE 
PHILADELPHIA HOSPITAL, PHILADELPHIA, 


NonE of us knows at what moment he may be 
called upon to treat intestinal obstruction—a most 
serious condition that strikes down and destroys so 
quickly those in the most robust health. And yet 
there is nothing in medicine or surgery that.prom- 
ises more in the near future than the operative treat- 
ment of this condition. With the recognition which 
the profession now has of the very slight danger there 
is in opening the abdomen, it only requires that the 
pathologic condition should be recognized early, 
and operative treatment instituted while the patient 
is still able to bear it, in order to get admirable 
results. 

But a few years ago strangulated hernia was treated 
by hot and cold applications, by taxis, by waiting, 
by inversion, etc., before operation was considered, 
and the mortality was enormous. To-day the im- 
portance of operating at once is recognized, and 
death from strangulated hernia is rare; and there 
is no more reason for delay in internal than in ex- 
ternal strangulation. 

Intestinal obstructions are divided into acute and 
chronic. For convenience we shall consider the 
chronic forms first. 

In chronic obstruction the patient suffers with 
abdominal pain of a colicky character; it is not 
constant, and if the difficulty is in the smaller 
bowel, it often comes on at a definite time after eat- 
ing. There is gradual emaciation and failure of the 
vital powers. Vomiting may be very trifling, espe- 
cially if the obstruction be low down, and it is rarely 
stercoraceous. Constipation, alternating with diar- 
rhea, is not unusual. When the obstruction.is low 
down, tenesmus is a constant and most valuable 
symptom. A patient on whom I operated for chronic 
obstruction due to malignant disease stated that he 
had had from ten to fifteen passages during the night, 
each being a small, white, hard mass about the size 
of acherry. Ina case on which I recently operated, 
I regarded the patient’s answer as typical. On in- 
quiring what was the condition of the bowels, he an- 
swered, “ Very costive.” “How oftenare they open?” 
‘¢ Four or five times a day.’’ Further investigation 
showed that the constant tenesmus present made 
him go often to the closet, passing each time a 
small quantity of hardened feces. This is a very 
constant.symptom in chronic obstruction, and I 
know of no other disease in which it is present. 

It is not very unusual for patients to have recurrent 
attacks of almost complete obstruction, with little 
or no difficulty in the interval. In one of my cases, 





1 Read before the Hunterdon County, N. J., Medical Society at 
its annual meeting, October 18, 1892. 
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for a year before the operation the patient had re- 
peated and increasing attacks of obstruction, during 
which there was entire loss of appetite, obstinate 
constipation, constant vomiting, great abdominal 
pain and tenesmus, similar, she stated, to labor- 
pains. At the time of these attacks a tumor about 
the size of the adult fist appeared in the lower part 
of the abdomen. The tumor was an intussuscep- 
tion caused by a cicatricial contraction of the 
bowel. These attacks would last about two weeks, 
and were followed by an interval of entire relief, 
lasting nearly as long. Tympanites is not an early 
symptom, but it is common late in the disease. 

Chronic obstructions may be due to (1) accumu- 
lations and impactions of fecal matter; (2) con- 
strictions of the bowel due to cicatricial contraction 
or to malignant disease; (3) chronic invagination ; 
(4) inflammatory changes in the wall of the gut due 
to external violence ; (5) pressure of abscesses and 
growths external to the intestine. 

To make a differential diagnosis of these various 
conditions is not usually very difficult. The most 
important one to exclude before considering the 
propriety of an abdominal section is obstruction 
by fecal accumulation. This condition is most 


common in adult women, the subjects of hysteria 
or insanity, with a history of continued and increas- 
ing constipation, a distended abdomen, a doughy 


tumor at the sigmoid flexure, and without emacia- 
tion. If the obstruction is high, vomiting is com- 
mon; if it is low, vomiting is rare, but tenesmus 
exceedingly common. If there is but little urine 
secreted, the obstruction is probably high up. If it 
be in the duodenum or upper part of the jejunum, 
vomiting is copious, but never feculent, and the 
vomited matters are usually bile-stained. If the ob- 
struction is due to malignant disease, the symptoms 
rapidly increase in severity, and if the tumor can be 
felt it may be noted to rapidly increase in size. A 
tumor that appears and disappears, and is hard and 
sharply outlined, is probably an invagination ; or if 
doughy and irregular in contour, may be impacted 
feces caught by a stricture of large caliber. In ob- 
struction from cicatricial contraction there is usually 
a history of similar and less severe attacks. In a 
recent case the diagnosis was readily made without 
feeling any tumor and before I operated. The 
obstruction was in the ascending colon ; it was an 
intussusception, which was headed by a malig- 
nant growth. That the disease was in the large 
bowel was shown by the marked tenesmus, and 
the absence of vomiting. That it was in the ascend- 
ing colon was shown by the gas in the bowel raising 
the abdominal wall at the right iliac fossa when it 
was obstructed by the growth. When I saw the 
patient he had diarrhea, which is a symptom of an 
intussusception, and the diagnosis would have been 





certain if he had had a movable tumor that occa- 
sionally disappeared. The rapidity and severity of 
his symptoms, which had been present but two 
months, showed that the obstruction at the head of 
the intussusception was malignant. 

The advantage of locating the obstruction and 
diagnosticating its character is that we are able to 
make a small incision over the seat of the disease, 
instead of searching the entire abdomen through a 
long incision. In the case referred to, I made a 
short incision at the outer edge of the rectus muscle, 
and was able to find the disease at once. 

TREATMENT. If we are able to locate the disease, 
we open the abdomen over it; if not, we make a 
median incision large enough to introduce the hand, 
and the seat of the obstruction may be evident at 
once, as the bowel above the obstruction is greatly 
dilated and reddened, while below it is much con- 
tracted. If it be not evident, we feel for the head 
of the colon; if it be distended, we know that the 
obstruction is below ; if it be collapsed, we know that 
it is above. Then tracing up or down, as may be 
necessary, there is but little difficulty in finding it. 

If the obstruction be due to a growth within the 
bowel, several inches of the intestine should be re- 
moved with it, together with all affected glands, and 
the operation completed by bringing the intestine 
together by “lateral anastomosis,’’ with not less than 
a four-inch opening. If, when the bowel containing 
the growth has been excised, the patient is greatly 
exhausted, a temporary artificial anus should be 
made, and the anastomosis operation performed 
some weeks later. 

“Lateral anastomosis,’’ or bringing loops of bowel 
side by side, and establishing an opening between 
them, is to-day considered preferable to joining them 
end toend. If a portion of the gut has been ex- 
cised, the divided ends are inverted, closed by suture, 
the loops of bowel laid so that they overlap, and an 
opening established between them. If the obstruc- 
tion is not removed, the bowel above the obstruc- 
tion is laid beside the bowel below it, and the 
opening established. If the obstruction allowed 
to remain be malignant, and the patient has but a 
short time to live, the more rapid method of estab- 
lishing the opening by the aid of the catgut rings 
of Abbé, or the rubber ones of Ashton, is to be 
preferred. As the small opening obtained by the 
rings rapidly contracts and reobstructs, they are only 
suitable for such cases of malignant disease. If the 
disease has been thoroughly removed, the anastomosis 
should be made without rings by the method 
recently devised by Prof. Abbé, which gives a 
four-inch opening. In a case at the Jefferson Col- 
lege Hospital, in which I recently operated by this 
method, I found that it is easily and safely per- 
formed, makes a strong and reliable union, and 
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gives a grand opening, but it takes much more 
time than the operation by the rings, and requires 
more care to prevent obstructive flexure of the bowel 
at the extremities of the line of suture. 

In a patient of Dr. Jones, of Plymouth, Pa., from 
whom I removed several inches of intestine, con- 
taining an obstructive epithelioma, in 1887, before 
anastomosis by plates and rings was known, I 
made an artificial anus, and introduced Dupuytren’s 
enterotome. The result has been entirely satisfac- 
tory. The woman not only recovered from the 
operation, but, as five years have elapsed, she may 
be considered cured of the carcinoma, She is quite 
able, Dr. Jones informs me, to do a full day’s 
work at the wash-tub, and her bowels act daily by 
the natural route. 

This method of at once applying the enterotome 
might be used with advantage in those cases in which 
the operation has to be hurriedly completed by a 
temporary artificial anus, and in which the obstruc- 
tion is so high that there is not enough bowel above 
the artificial anus to properly nourish the patient. If 
the enterotome was applied at the time of the oper- 
ation, in a few days the entire length of the bowel 
could be used, and when the condition warranted 
it, the anastomotic operation could be performed. 

In the case of a growth external to the bowel 
obliterating its lumen by pressure, the growth can 
rarely be removed ; the bowel usually has strong at- 
tachments, and is often buried in the growth. Under 
these circumstances, as well as when a growth 
within the bowel has contracted extensive external 
attachments, an artificial anus must be made, or 
the bowel above and below joined by lateral anas- 
tomosis. 

If the obstruction is due to contraction, and but 
little of the length of the bowel is involved, a longi- 
tudinal incision may be carried through the bowel 
at the obstruction, and the incision sewed up trans- 
versely. This will] greatly increase the caliber of 
the bowel. 

The incision must not be too long, or it may flex 
the bowel so sharply upon itself as to cause obstruc- 
tion. If this method cannot be used, ‘lateral anas- 
tomosis,’’ with the long incision, will be necessary. 

In acute obstruction the condition is very differ- 
ent. The patient is attacked by symptoms of the 
most urgent and distressing character, which run a 
rapid course, and unless relieved by art, will ter- 
minate fatally in a few days, ‘‘ The patient is taken 
suddenly with intense, agonizing pain in the abdo- 
men, accompanied by great vital depression; the 
abdomen is tender to the touch; there is obstinate 
constipation; vomiting occurs at once, first of 
food, later of ‘coffee-ground-looking’ material, 
and ultimately it becomes stercoraceous. There is 
tympanites, great muscular weakness, the face is 





drawn with pain, and has an aspect of horrible 
anxiety, the features are pinched, the voice weak 
and muffled, cold sweat covers the cyanotic limbs, 
the complexion is livid, the pulse and respiration are 
rapid, and the temperature is subnormal.’’ 

These symptoms are the usual ones in intestinal 
obstruction, but their severity is not due to the 
intestinal obstruction, but in reality to the accom- 
panying strangulation, which is found in nearly all 
cases of acute obstruction. By intestinal odstruc- 
tion is meant the closing of the caliber of the bowel, 
so that none of the intestinal contents, whether fecal 
matters or gas, can pass; but if the constriction is 
tighter, it not only obstructs the fecal circulation, 
but the arterial and venous circulation as well; this 
condition is termed strangulation. It may be more 
or less complete, and on its completeness depends 
the severity of the symptoms. 

Usually, the gut, when first caught within a hernial 
ring or some internal opening, has only the fecal 
circulation interfered with, but as the incarcerated 
bowel becomes distended with gas, it presses more 
tightly at the point of constriction, and the venous 
and, perhaps, the arterial circulation is also inter- 
fered with. Nor is it usual for the entirety of the 
incarcerated bowel to slough; in the average case 
only a portion sloughs, and that late in the attack. 
But there are cases in which the circulation of the 


blood is cut off at the moment of incarceration. In 


one case of strangulated hernia in a young German 
on whom I operated eighteen hours after the intes- 
tine had been caught, the gut was black and gan- 
grenous up to the very margins of the ring, and had 
to be removed. 

In a case of volvulus of the transverse colon that 
I saw in consultation with Dr. Runkle, of Philadel- 
phia, the patient was in collapse from the first, and 
died in less than forty-eight hours. The twist was 
so tight that the intestine was sloughing from one 
end to the other. 

In another case the patient took a purgative Sat- 
urday night; it acted freely Sunday morning; at 
noon, symptoms of obstruction appeared. I saw 
him that night, and arranged to operate early the 
next morning, but he died before the time arrived, 
in less than twenty-four hours from the onset of the 
symptoms. 

On the other hand, we may have complete obstruc- 
tion, coming on suddenly and acutely, without 
strangulation and without collapse. I operated on 
a patient of Dr. James Graham, of Philadelphia, 
eight years ago for a strangulated umbilical hernia. 
It remained well until a few months ago, when it 
suddenly returned with symptoms of obstruction. 
Dr. Graham reduced it under ether, but the symp- 
toms continued. Ten days later I saw the patient, 
arid found that she still had complete obstruction. 
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She had constant vomiting and obstinate constipa- 
tion, neither fecal matter nor gas having passed for 
over ten days, but her general condition was excel- 
lent; there was no collapse and no evidence of 
strangulation. That evening, while the nurse was 
preparing the abdomen for the operation, she felt 
something give way; there was immediately a feel- 
ing of great relief; shortly after flatus passed by the 
bowel, followed in the morning by fecal matter. 
In another case there was complete obstruction of 
sudden origin, with constant vomiting and no pas- 
sage from the bowels for many weeks, but there was 
no collapse; at the operation we found complete 
obstruction due to a large enterolith, but the bowel 
was in excellent condition. Sudden and complete 
obstruction without ultimate strangulation and col- 
lapse are extremely rare, and these symptoms may 
be expected by the third or fourth day, and if the 
operation is to be successful no time is to be lost. 

Acute obstruction may be due to (1) strangulated 
hernia; (2) impaction of foreign bodies or entero- 
liths, gall-stones, etc. ; (3) intussusception ; (4) vol- 
vulus ; (5) strangulation by bands; (6) acute onset 
of one of the forms of chronic obstruction. Strangu- 
lation by bands is subdivided into (1) the solitary 
band; (2) cords formed from the omentum; (3) 
by Meckel’s diverticulum ; (4) by normal structures 
forming abnormal attachments, as an adherent verm- 
iform appendix or a Fallopian tube; (5) through 
slits or holes in the mesentery or omentum. : 

Diacnosis. Acute peritonitis occasionally simu- 
lates acute obstruction, but may be distinguished 
by the nature of its onset, the character of the 
vomiting, the quality of the pain, by palpation of 
the abdomen, and by the high temperature, though 
the latter is unreliable, as the temperature is not 
always high in peritonitis. Lead-colic may be ex- 
cluded by the history, and other evidences of the 
poison. 

Acute intussusception occurs usually in children. 
Vomiting is not a prominent symptom. There is 
often a discharge of blood from the rectum, at- 
tended by diarrhea and tenesmus. A definite 
tumor can often be felt. These cases may be 
fatal in twenty-four hours, or may last for days or 
weeks. 

Strangulation by bands usually occurs in young 
adults with a previous history of peritonitis, and, 
perhaps, previous attacks of obstruction. The pain 
is severe; there is no tenderness; the vomiting is 
frequent and copious, becoming stercoraceous on 
the fourth or fifth day; the constipation is com- 
plete ; there is extreme collapse, and death occurs 
on about the fifth or sixth day. 

Volvulus occurs at the sigmoid flexure, or at the 
transverse colon of males of about forty years of 
age who have suffered from constipation. The pain is 





often referred to the back ; the vomiting occurs late 
or not at all; the prostration is not usually extreme ; 
death occurs on about the sixth day. To be effectual, 
the treatment must be prompt. If irrigation of the 
stomach and distention of the colon with fluids or 
gas does not relieve the patient, the abdomen must 
be opened at once, and under no circumstances 
delayed after the appearance of ‘‘coffee-ground”’ 
vomit. When acute obstruction is suspected, the 
operator should be chosen at once; he should be 
asked to see the patient immediately, and all prepa- 
rations made for the operation, so that the moment 
the diagnosis is unmistakable there may be no delay 
whatever. If the cause of the obstruction is known, 
the most convenient incision is made; if not known, 
a median incision long enough to introduce the 
hand is employed. The escaping bowel must be 
kept in warm, moist, aseptic compresses: Explore 
first the ileo-cecal region, the sigmoid flexure, and 
the pelvis. In a recent case of acute obstruction, 
it was not until I had nearly all of the intestines out 
that I found the obstructed bowel deep in the pelvis 
where it was held by a band formed during a previous 
attack of peritonitis. If the obstruction is caused 
by an enterolith or a foreign body, this must be 
pushed up into healthy bowel and removed through 
a longitudinal incision, which is closed by a contin- 
uous Lembert suture. If the obstruction is due to 
bands, these should be divided and removed, and if 
the bowel be gangrenous it should be excised. If 
the bowel is not gangrenous, but greatly over- 
distended, even if the cause of the obstruction be 
readily removed, the bowel must not be left in this 
condition, but must be emptied, even if we have 
to puncture it for the purpose; even a temporary 
artificial anus may be necessary. 

Volvulus can rarely be untwisted unless we empty 
the gut by puncture. This gut can be temporarily 
clamped while we untwist, and then closed in the 
usual manner. To prevent the recurrence of the 
twist, Braun, of Kénigsberg, recommends suture of 
the colon by silk to the lateral abdominal wall. 

If the patient is in extreme collapse, with a rigid, 
distended abdomen, operation should not be refused. 
No anesthetic is needed, or only a few drops. A 
short median incision is made, the first distended 
loop of bowel that presents itself is seized and 
withdrawn ; this is rapidly fastened to the edges 
of the incision, and an artificial anus made. If the 
patient survives, more can be done later. 


For Singultus.—STILLER (Centralbl. f. klin, Medicin., 
1892, No.42, p. 882) reports having successfully employed 
pilocarpine hydrochlorate in the treatment of obstinate 
singultus of nervous or hysterical origin. A tenth of a 
grain may be given in solution by the mouth three or 
four times a day. 
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SIMPLIFIED DIRECTIONS FOR EXAMINING 
THE STOMACH, 
By CHARLES G. STOCKTON, M.D., 

PROFESSOR OF MEDICINE, MEDICAL DEPARTMENT, UNIVERSITY OF 

BUFFALO, 

THE systematic examination of the stomach can 
be no longer disposed of hurriedly. Even those 
cases that at first sight seem simple, upon further 
investigation often present difficulties that time and 
study alone can make clear. 

To begin with, a general examination of the 
patient should be instituted, including those com- 
mon sources of reflex irritation, the eyes, the nose, 
and the genitalia, for it happens frequently that the 
stomach-derangement is but an expression of in- 
sufficient oxygenation, anemia, uremia, weak heart, 
hysteria, or of eye-strain, disease of the turbinates, 
or pelvic mischief; and permanent relief can 
scarcely be obtained until the chief and contrib- 
uting causes are effaced. 

It is wise to inquire after special subjective symp- 
toms, and one may begin with the appetite. Is it 
good, poor, or excessive? What is the character, 
and what are the hours of meals? Is the food 
bolted? Are the teeth sound? Is the food well 
salivated, or is it washed down by fluids? Is there 
pain or other distress following meals, and if so, 
after how long a time, and where located? Are 
there eructations of gas or food? Is there pyrosis, 
nausea, or vomiting? Is there distention of the 
abdomen or rumbling in the stomach or bowels? 
Are there hurried evacuations following meals? 
Are the bowels regular ? 

These simple questions, if intelligently answered, 
will yield information in proportion to the extent of 
the examiner’s familiarity with the results of precise 
study of the gastric contents in various affections 
and under divers conditions, and at times are ade- 
quate to allow of a provisional diagnosis, without 
further tracking. Subsequent events or contradic- 
tions in symptoms, however, may lead one to further 
proceedings. If so, have the abdomen divested of 
all covers, and carefully examine the part, either in 
the horizontal or in the upright positions, or in both, 
by inspection, palpation, percussion, and ausculta- 
tion. Sometimes by inspection much may be learned 
of the size, shape, position, contents, and peristalsis 
of the stomach. Much more will be ascertained by 
palpation if the hands are well trained, and here 
experience is particularly precious. To avoid ex- 
citing unnecessary contraction of the muscles, and 
yet to succeed in locating points of tenderness or 
small indurations, to discover areas having unusual 
resistance, to estimate the strength of the gastric 
reflex, to develop the clapotage or ‘‘ splashing 
sound,’’ and to discover the size, shape, and posi- 
tion of the stomach, require long practice; and 





while the most expert may fail in very fat or spas- 
modic individuals, yet the method is invaluable, 
Percussion, which should usually be immediate, and 
auscultation, by means of a large (Dennison’s) 
binaural stethoscope, strengthen one’s conclusions, 
and stethoscopy, in connection with palpation and 
percussion—‘‘ conjoined methods’’—is especially 
useful in studying the motions of the stomach. 

Various expedients are employed to render these 
physical signs more decisive, as that of placing the 
patient on the chest and knees across two chairs, 
with the abdomen dependent; or upon one side; 
the stomach may be distended with gas by adminis- 
tering 2 grams of sodium bicarbonate, followed by 
1 gram of tartaric acid, both in solution. If this is 
inadequate to distend the stomach, increase. the 
amount of gas. (Or this matter may be postponed 
until the stomach-tube is introduced, when, after 
securing the gastric contents, air may be pumped 
into the stomach through the tube by means of 
Allen’s pump, or of rubber bulbs. ) 

Instead of the stomach, the colon may be inflated 
by means of acid and alkaline solutions, separately 
injected with a syringe, or one may be distended 
with gas and the other with water. 

By such methods it is possible to learn accurately 
the shape, size, and relations of the stomach, and 
this knowledge has come to be a necessity, if we 
hope to relieve many conditions that are acknowl- 


t edged to be common and important. 


The next step is to examine the gastric contents, 
for which recourse is had to Leube’s tube. As a 
means of precision in diagnosis, this instrument has 
few equals in the armamentarium of the physician. 
Too often it is employed merely for the therapeutic 
end of washing out the stomach, a procedure of 
conceded usefulness under certain circumstances, 
and yet one so injudiciously and needlessly applied 
that some have unjustly discredited it. 

Select a soft tube, five feet long, one and one-half 
inches in circumference, having two good-sized 
openings near its distal extremity. A series of ink 
lines should be traced like rings around the tube, 
one inch apart, beginning twenty inches from and 
ending thirty inches from the lower extremity. 
When the tube is in the stomach these lines will 
serve as guides in measurement, using the incisor 
teeth as the fixed point. Thus it is possible to say 
precisely just how much tube has been introduced. 
To reach the lower border of the stomach in most 
adults it will be required to pass the tube twenty- 
two inches, rarely less than twenty, sometimes 
twenty-four. When there is gastrectasis, from 
twenty-four to thirty or more inches will be neces- 
sary. 

The proper distance may be determined partly by 
the previous external examination, partly (and espe- 
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cially) by the success in the efforts to get a good 
return flow when siphonage is practised. If too 
short, the tube does not reach ; if too long, it curves 
up above the level of the fluid and the current is 
interrupted. Although the contrary has been as- 
serted, really nothing can be learned by a sense of 
resistance communicated when the tube reaches the 
bottom of the stomach, provided the instrument has 
the proper flexibility. 

Much is said about the repugnance that individuals 
have to the use of the tube and the poor success that 
physicians have in inducing them to submit to 
it. This is a needless exaggeration, and may be 
accounted for by lack of expertness on the part of 
the physician and by the apprehensions aroused in 
the patient by the impressive description of the pro- 
cedure and the solemn injunctions that the patient 
must exercise self-control. 

The patient having consented, when about to pass 
a tube, every preparation should be made, and the 
moment the patient is seated the tube should be 
quickly slipped down; then, if any strangling en- 
sues, the patient must be instructed to breathe 
slowly, and in the great majority of cases all will be 
overcome without serious objections or subsequent 
complaints. 

It is not well to disturb the patient with too many 
directions, but it is sometimes worth while to tell 
him not to throw the head backward, and after the 
tube is introduced not to attempt to swaliow the 
mucus that accumulates in the mouth, as this must 
be allowed to dribble outward from the lips. 

An effort should now be made to withdraw a por- 
tion of the undiluted stomach-contents for minute 
examination, a matter under certain circumstances 
attended with some difficulty. Success is generally 
attained if the food has been finely divided and the 
attempt at aspiration made not too soon after eating. 
The best means of obtaining the contents undiluted 
is by compressing the patient’s abdomen with the 
hands, at the same time inviting expulsive efforts, as 
described by Ewald and Boas. This occasionally 
leads to vomiting, on the advent of which the efforts 
should be temporarily discontinued, and if merely 
a small amount is required, recourse may be had to 
the ‘‘stomach-bucket ’’ devised by Max Einhorn. 

To simplify the examination, it should be con- 
ducted first an hour after breakfast consisting of a 
stale roll and a glassful of water (Probefriihstiick) ; 
later, a more complex meal, for instance, a lun- 
cheon of meat, with bread and butter, no fluid being 
permitted, save water ; and still later studies may 
be made of yet more general meals. 

It will now be learned that certain varieties of 
food are well disposed of, while others quite uni- 
formly disagree, or are present in great part entirely 
undigested or unchanged, or it will be found that a 





meal that is normally digested at certain hours of 
the day is at other times not successfully managed, 
but becomes the source of irritation and distress, 
This knowledge alone will repay both physician and 
patient for all’possible trouble with the stomach- 
tube, but other important advantages remain to be 
described. 

The gastric contents should be scrutinized first as 
to their gross appearances, to ascertain if they show 
the solvent effects of the gastric juice; if they con- 
tain too much fluid or too much mucus; if they are 
of proper color and of natural odor. 

Filter the contents, and take the reaction of the 
filtrate. If acid, discover whether hydrochloric 
acid,’ organic acids, or acid salts, one or more, 
account for its acidity. If acid, test the total 
acidity, or, if alkaline,’ the total alkalinity. Some- 
times the gastric filtrate is neutral. The amount 
of hydrochloric acid present is of vital importance. 
The presence of lactic acid in appreciable quantity 
longer than an hour after the test-breakfast is 
pathologic.* 

So also there may be found acetic acid, or 
the fatty acids, usually disclosed by characteristic 
odors upon heating; and although less frequent 
evidences of disturbance than lactic acid, they must 
be regarded as mischievous, both in and of them- 
selves and as the expression of imperfect gastric 
chemistry. 

Investigation should now be made as to the 
changes of albumins into peptones,* and of the 
starches into maltose,’ for, contrary to the belief 
sometimes held, the latter change goes on quite 
extensively in the stomach, under physiologic 
acidity.® 





1 Giinzberg's reagent : 
Phloroglucin 
Vanillin . ° : 
Absolute alcohol ° 

Evaporate to dryness in a capsule over a small flame five drops 
of this with an equal amount of filtered stomach-contents. The 
presence of hydrochloric acid is recognized by a brilliant red color. 

2 By titration. 

8 Uffelmann’s reagent: Mix one drop of pure carbolic acid with 
five drops of a dilute solution of neutral ferric chloride. Add 
sufficient water to render the whole of an amethyst-blue color 
A mere trace of lactic acid will change this to a light yellow color. 

4 To a few drams of filtered stomach-contents add a little 
caustic potash, “and then a little dilute cupric sulphate. If 
peptone or propeptone are present, there is formed a distinct 
purplish-red color; if merely albumin or syntonin is present, a 
violet-blue color is seen. 

5 If a little Lugol’s solution be added to the specimen, it will 
turn blue if starch is present, but purple if only erythrodextrin is 
present. If the starchy matter has progressed beyond this in 
its change into dextrose, the iodine hue remains unchanged. In 
normal digestion, an hour after a meal, the iodine hue should 
not be changed. 

6 In the effort to reach simplicity, only a few of the more nec- 
essary of the numerous useful tests are here stated. Even these 
might be omitted, as satisfactory rules for examination are to 
be found in any one of a number of standard text-books. 
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Direct examination of the stomach often yields 
information as to the sensory state of the organ. It 
explains the cause of the severe gastralgia, burning, 
weight, and distress, or the boring ache or pain 
that sometimes precedes or accompanies the actual 
development of gastric ulcer. 

To accomplish all this requires far less time than 
would be supposed, thanks to the admirable work of 
the French, and particularly of the German, investi- 
gators. 

When facts thus only to be elicited ina given 
case are collected, one may be allowed to speak with 
some authority as to the nature of the trouble. To 
know them thoroughly is to acquire the means of 
recognizing such important conditions as gastric 
insufficiency, with or without dilatation, structural 
diseases of the mucosa, and the nature and course of 
neuroses. 

It is to know the defects in gastric secretion and 
motion, and to find a guide to the relief of the 
complex and varied affections that the general prac- 
titioner too often groups vaguely under the terms 


‘« gastric catarrh’’ and ‘‘ nervous dyspepsia.”’ 
436 FRANKLIN STREET. 


THE CAUSES OF OUTBREAKS OF TYPHOID 
FEVER. 


By JOHN S. BILLINGS, M.D., 
SURGEON U. S. ARMY, WASHINGTON, D, C. 

IT is now generally agreed that the immediate or 
efficient cause of typhoid fever is a bacillus that is 
contained in the intestinal discharges of those 
affected with the disease, and that it is transmitted 
from person to person by being swallowed with 
water, milk, or food that has been contaminated 
by such discharges. When one reads the classic 
accounts of the epidemics at Sansen, Over Darwin, 
and Plymouth, or of those that have been traced to 
a milk-supply, it would seem as if ‘in a case of out- 
break of a dozen or twenty cases of typhoid in a 
village, a school, or a health-resort, it should be 
almost always possible to discover the origin or 
focus of the infection, and the physician who has 
had little experience in such investigations is likely 
to be greatly disappointed with the results of his first 
attempts to trace the means by which the disease 
has been communicated. 

If he is called from a distance to make the in- 
quiry, several weeks will usually have elapsed since 
the occurrence of the first cases, and he will very 
seldom be able to find the specific bacillus in the 
suspected water-supply or in milk—because if it 
ever was there it will have passed away long before 
he obtains samples for analysis, and in most cases he 
will find it impossible either to discover a common 
origin for all the cases or to account satisfactorily 
for the apparent transmission of the disease from 





one person to another, even if he can prove that 
they have been together in the same house or in the 
same room. 

Our knowledge of the so-called typhoid-fever or 
Eberth’s bacillus is still very incomplete and unsat- 
isfactory ; we are not sure as to whether there is 
but one specific form or whether there is a group of 
several forms of microdrganisms that may produce 
the disease, and we know almost nothing as to the 
circumstances under which such organisms can pass 
from clothing, earth, woodwork, etc., soiled by 
discharges containing them, through the air, and 
produce disease by being inhaled. 

Bacteria do not pass into the air from liquids or 
from moist surfaces unless a spray is formed. If a 
typhoid stool be exposed in an open vessel in a 
room for several hours the specific bacteria are not 
given off into the air, and for this reason it is very 
difficult to understand how sewer air, or the effluvia 
from water-closets, in which water is always stand- 
ing, or from a privy-vault recently cleaned out, 
should be able to communicate typhoid fever. It 
is quite true that the typhoid-bacilli can live at 
least five months in feces or in soil, but air-currents 
cannot take them up from either of these situations 
unless the surface is dry and capable of producing 
dust. 

Yet if the many reports of the results of exami- 
nations to determine the cause of outbreaks of 
typhoid which have been published by the inspec- 
tors of the Local Government Board of England, or 
of our State boards of health, be examined, it will 
be found that in more than half of the cases the dis- 
ease has been attributed to sewer air or to effluvia 
from moist foul collections of excreta. I am in- 
clined to think that this explanation is a theoretic 
one, offered because it has been impossible to trace 
the true source. 

Whether there can be developed from some of 


‘the intestinal organisms, such as the bacterium coli 


communis, in the presence of moist fecal matter, a 
form capable of producing the specific lesions of 
typhoid is at present improbable, but by no means 
impossible. In short, much experimental work re- 
mains to be done with this organism or group of 
organisms. 

In an investigation as to the causes of a limited 
outbreak of typhoid the first thing to be done is to 
obtain a brief history of each case, including: 1, 
evidence that the disease was typhoid; 2, the date 
of the beginning of the sickness; 3, the places 
where the person was within the limits of the period 
of incubation, #. ¢., from eight to twenty-five days. 
If the majority of the cases first appeared within a 
period of three or four days, with two or three cases 
a day or two earlier, and several cases during the 
following week, it is probable that the cause was a 
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single pollution of the water-supply or the milk- 
supply, lasting only a day, or, perhaps in the case of 
the water-supply only an hour, and that the differ- 
ences in date of appearance of the disease are due to 
differences in the incubation-period, produced by 
variations in either the dose of the poison or indi- 
vidual susceptibility. In such case the date of the 
temporary pollution will be nine or ten days prior 
to the middle of the three days in which the greatest 
number of cases first appeared. If there were but 
one or two cases at first, then between ten days and 
two weeks afterward several more, and then, after 
a similar interval, another group, it would point to 


conveyance of infection from one of these groups. 


to another, not through the general water-supply or 
milk-supply, but through soiled clothing, food, etc. 

If the cases occurred continuously, day after 
day, not varying greatly in number each day for a 
week or more, it would point to some cause that 
continued to act for that length of time. Having 
obtained a general idea of the course of the out- 
break, probably the next thing to consider is whether 
there is a general or local water-supply, and what 
proportion of the people using each supply were 
affected with the disease. If 5 per cent. or more 
of those using a given water were affected, the 
probabilities would be that the water was the means 
of conveyance of the germs, and special investiga- 
tion of the water would certainly be necessary. If 
less than 1 per cent. were affected, the specific con- 
tamination of the water would be doubtful ; if less 
than four in the thousand were affected, the cause 
of the disease would probably not be in the water- 
supply. Here, however, the immunity produced 
by an attack of the disease must be taken into 
account, a very large number of persons in cities 
that have had a polluted water-supply and a large 
amount of typhoid for several successive years being 
thus immune. 

Next in importance to the water-supply as a 
probable cause of the nearly simultaneous appear- 
ance of a number of cases of typhoid is the milk- 
supply, which must be judged preliminarily in the 
same way, #. ¢., by the proportion of persons using 
a particular supply of milk who were taken sick, as 
compared with those using some other supply. 
Besides the ordinary drinking-water and the milk, 
the ice, salads, celery, bottled waters, food con- 
taminated by soiled fingers of a patient or his 
attendants, or by flies that have had access to the 
discharges, are possible sources. According to my 
experience, the soiled clothing and bedding of the 
sick are among the most frequent means of convey- 
ance of the disease-germs, when a small and irregu- 
lar series of cases occurs. The limits of this paper 
do not permit consideration of the methods of 
examining water-supplies, milk, or food, with refer- 





ence to the probability of their containing the 
specific bacillus, and I can only say that such 
bacilli will be very, very rarely found. The ma- 
jority of the few identifications of the bacillus that 
have been reported under such circumstances are 
doubtful in our present state of knowledge. The 
evidence of sewage-pollution will usually be fur- 
nished by direct inspection of the source of supply 
and of its surroundings, by chemical analysis, and 
by the presence in considerable numbers of several 
different kinds of bacteria. ' 

The methods of disposal of excreta, including 
the house-drainage, and the possibilities of soil- 
pollution, whether superficial and capable of giving 
off. infectious dust, or deeper and capable of in- 
fecting the water-supply, must, of course, receive 
careful consideration. Nothing is known as to the 
time in the incubative stage when the discharges 
from the bowels begin to contain the infective ma- 
terial, but it is probably within four or five days 
after the inoculation, so that a man’s excreta, and 
clothing soiled with them, may be dangerous several 
days before he shows any signs of fever. 

My special object in this paper is to call the 
attention of physicians to the importance of asking 
questions and taking notes of the probable or pos- 
sible origin in all cases of typhoid fever so soon 
as they are satisfied as to the diagnosis, and while 
the memory of the patient and of his friends is 
fresh, as such notes will be of much value in 
subsequent investigations as to cause and the taking 
of measures to prevent future outbreaks. 


A CASE OF LUMBAR NEPHRECTOMY FOR 
PYO-NEPHROSIS. 


By SCHUYLER C. GRAVES, M.D., 
VISITING SURGEON TO THE U, B, A. HOSPITAL, AND SURGEON TO THE 
CHILDREN’S HOME, GRAND RAPIDS, MICHIGAN, 


THE patient, Mrs. H. B. K., aged fifty-two years, 
married, and the mother of six children, fell, when 
eighteen years of age, from a porch, striking her 
right side just below the ribs. From that time until 
recently she has been conscious of trouble in that 
locality, experiencing dragging sensations in the 
abdomen, and finding it more and more impossible to 
lie upon her left side, because of cardiac palpitation, 
which seemed to be due to her injury, or its results. 

About three years ago she first noticed a lump in 
the right side of her abdomen, which was freely 
movable in all directions. While standing upright 
the tumor would sink below the level of the umbili- 
cus, producing painful, dragging sensations; but 
when the recumbent position was assumed it would 
slip behind the ribs, and thus lie beyond sight and 
touch. Whenever the patient, however, would 
attempt lying upon the left side the tumor would 
press against the stomach, invariably producing pal- 
pitation of the heart: by reflex impressions conveyed 
through the fibers of the pneumogastric nerve. 
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Shortly after the discovery of the tumor by the 
patient a physician in this city, after a careful ex- 
amination, declared it to be a pedunculated uterine 
fibroid, adding that when the patient’s ‘‘ change of 
life’’ had been passed the tumor might gradually 
disappear. 

In April of the current year, the patient was 
taken to the Homeopathic Hospital in Chicago, 
where she was examined by Dr. R. Ludlam, of the 
hospital staff. This surgeon at once pronounced 
the difficulty to be a floating kidney, and recom- 
mended an operation for the purpose of anchoring 
the same. This was consented to, and, early in 
May, 1892, the operation was done by the said 
Ludlam. 

It seems that a man who could do a nephrorrhaphy 
would recognize disease, and, if necessary, do a ne- 
phrectomy ; and, therefore, it is my opinion that at 
least active nephritic disease was not present at the 
time of Ludlam’s operation ; but, be that as it may, 
the woman never recovered from the nephrorrhaphy. 
She returned to the city, and got up about the 
house ; but the track of the drainage-tube never 
healed, leaving a sinus, from which pus constantly 
trickled. She began to lose in flesh, and her friends 
suggested further surgical interference, which she 
always declined until I saw her, September 3oth last. 

During the week just preceding this date her 
physical deterioration was so marked that she con- 
sented to a consultation. I met her physician, Dr. 
A. J. Patterson, at the bedside on the date named, 
and noticed the following facts : 

A pale, anemic, emaciated woman, of about fifty 
years, with a dry, hot skin; a dry, coated tongue ; 
pulse 120, and weak, with a temperature of 103° F. 

She had been bedridden for about a week, and 
had experienced a severe rigor the day before my 
visit. Upon inspection locally, the tumor could be 
easily made out, elevating, to a decided degree, the 
abdominal parietes. The lumbar incision, which 
had been made horizontally, presented several 
sinuses, from which thick, creamy pus was stream- 
ing. Bimanual manipulation showed a greatly en- 
larged viscus, and elicited quite decided fluctuation. 

The urine voided, though of febrile color and 
considerably deficient in normal twenty-four hours’ 
quantity (about a quart), was clear and free from 
albumin, and these features, together with the fact 
that an operation under such circumstances would 
be secondary in character, thus affording our patient 
the unquestioned advantages connected with second- 
ary operations in stopping exhaustive drains upon 
vitality, decided me in recommending a nephrec- 
tomy. Consent having been given, the patient was 
conveyed to the U. B. A. Hospital, and prepared 
for the operation, which was done on the following 
day, October rst. 


I quote from my note-book as follows : 


“The patient being under chloroform, the lumbar 
cicatrix was broken up by the finger and the kidney 


easily located. It was, as expected, the seat of 
multilocular disease, some cysts containing serum, 
some gelatiniform fluid, and others pus; the organ 
was several times larger than normal. 





‘* It was tapped, and the cysts broken up as much 
as possible by use of. the finger; adhesions were 
detached carefully and the viscus delivered through 
the wound, which had been extended somewhat 
beyond the limits of the original incision. A 
Byford’s hysterectomy clamp was placed upon the 
pedicle and the organ liberated by the scissors. 

‘* Tt was found that, in spite of carefulness, a rent, 
1¥% inches long, had been made through the peri- 
toneum, showing the colon and the edge of the liver. 

‘The abdominal cavity was thoroughly flushed 
with hot, boiled water; the rent in peritoneum 
stitched by means of a continuous suture of aseptic 
catgut, and a counter-opening made in this mem- 
brane at its lowest point, through which a short 
glass drain was inserted into the peritoneal sac. 
The clamp was left z# sifu, and the greater portion 
of the lumbar wound closed by deep, interrupted 
sutures of silk. The drain was held in position by 
iodoform gauze packing, and antiseptic dressing was 
applied. 

‘‘Shock was pronounced, but hypodermatics of 
strychnine, atropine, and digitalin, together with 
hot beef-tea by the mouth, brought on reaction, and 
the physical condition four hours after the operation 
was quite fair. 

‘‘On October 4th the patient had rallied from 
the shock, was in good condition, and the prospects 
for recovery were excellent. The temperature had 
not reached ror° since the operation, and the pulse 
was full, fairly strong, and remaining in the neigh- 
borhood of 100. The clamp was removed this after- 
noon, and the wound washed and repacked with 
iodoform-gauze. No hemorrhage took place. The 
patient was in good spirits and was well nourished. 
The bowels and bladder have moved naturally, the 
quantity and quality of the urine furnishing a good 
indication as to the excellent condition of the re- 
maining kidneyr 

‘‘On October 6th the dressings were changed 
again. Very little pus was present, and there was 
no sign of peritonitis. The glass drain, practically 
dry, was removed, the wound irrigated with a mild 
mercuric chloride solution, and fresh dressings were 


applied. 


. **On October 8th the pulse was 80, the tempera- 
ture 98.6°, and the wound in excellent condition. 
The appetite was good, and the tongue moist and 
clean. 

‘On October 18th quite a bit of slough came 

away, and on October 21st sloughing continued the 
entire forenoon. 
_ On October 22d the urine was found to, be am- 
moniacal, loaded with crystals of the triple phos- 
phates, and a slight trace of albumin was present. 
The patient was put upon benzoic acid, to grains 
ter in die. 

‘The general condition was excellent on Octo- 
ber 28th, and the patient left the hospital for her 
home, feeling very well.’’ 


The urine, under the benzoic acid, gradually 
cleared up, and on November roth the patient is 
walking about her rooms, rapidly regaining her 
former state of health. 
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In conclusion, I call attention to three facts of 
interest in connection with this case: 1st. The 
presence, in great quantities, of prismatic triple 
phosphates in the urine about two weeks affer the 
operation—this condition, for some reason or other, 
being the rule in nephrectomy cases. 2d. The use 
of a suitable pedicle-clamp in cases manifesting 
pronounced shock, by means of which sufficient 
time may be saved to turn the scale in favor of life. 
3d. The large hopes of success that may be placed 
upon operations, secondary in character, when not 
undertaken with the patient 7” articulo mortis. 


ORIGINAL LECTURE. 


THE ULTIMATE RESULTS OF A PUBEOTOMY— 
A RUPTURED UTERUS—INJURY TO THE 
LUMBO-SACRAL PLEXUS IN LABOR— 
MULTIPLE ABSCESSES IN THE 
ABDOMINAL CAVITY. 


A Clinical Lecture delivered at the Philadelphia Hospitaz, 
November 9, 1892. 


By BARTON COOKE HIRST, M.D., 

PROFESSOR OF OBSTETRICS IN THE UNIVERSITY OF PENNSYLVANIA, 

PHILADELPHIA. 

GENTLEMEN: This woman who enters the clinic room 
with her baby in her arms, walks, you see, with as firm 
and confident a step as yours or mine. She was deliv- 
ered five weeks ago by pubeotomy, after a labor that 
had lasted forty-eight hours without the engagement of 
the head in the superior strait. In less than an hour 
after the operation began, the child was born alive and 
well. It has, as you see, thriven since. The mother's 
convalescence was complicated by a phlegmasia that 
appeared on the twelfth day, but has now subsided. 
This, I think, was due to the long pressure by the head 
upon the superior strait and the consequent compres- 
sion of the bloodvessels in that situation. It is not my 
purpose to describe at length the history, recent and re- 
mote, of the operation, or its technique.’ This I shall 
reserve for another time. Suffice it to say that the latter 
is easy and simple. The operation can be performed 
by anyone who has a little experience in surgery, and 
has learned the principles of asepsis, Indeed, I fear 
that the symphysis pubis will be opened unnecessarily 
many a time in the future, and while the great present 
interest in the operation continues, I dare say we shall 
hear of women thus delivered who have had several 
children before without assistance. One of the most 
pleasant features of the renaissance of pubeotomy is 
the blow it deals craniotomy upon the living child. Up 
to the present time we have been obliged, at term, to 
offer to the parents the choice of Cesarean section and 
craniotomy in cases of contracted pelves in which for- 
ceps or version was out of the question. In my expe- 
rience—a large one in such cases—Cesarean section has 
been refused without exception, when the true compari- 
son of risks was stated. In the future, with an opera- 
tion at my command, safer, easier, and usually quicker 





1A description of both may be found in THE MEDICAL 
NEws of October 15, 1892. 





than craniotomy, I shall never again, I believe, do 
craniotomy upon a living child. The field of Cesarean 
section must also be very greatly limited by our knowl- 
indication, at 


edge of pubeotomy. For the relative 
least, it will be displaced entirely, 

Our next patient, who is now brought in on a stretcher, 
gave me yesterday a most peculiar history. She was 
delivered by forceps four weeks ago, of a dead infant, 
after a labor of fourteen hours. She has had a number 
of children before and all of her previous labors were re- 
markably short and easy. A day or two after the baby’s 
birth, she noticed water escaping from the vagina, so 
that she was constantly kept wet. When she got out 
of bed and walked about, the flow became intermittent, 
gushing out at frequent intervals and in large quanti- 
ties. Yesterday, as she walked across the ward, there 
was a sudden escape of water, making quite a pool on 
the floor, so that one of the other patients called to the 
nurse that the bag of waters had ruptured. On hearing 
this history I thought, of course, of a vesico-vaginal 
fistula, but the woman assured me that the water never 
had the odor of urine, which was passed naturally, and 
this statement was confirmed by the head nurse. Never- 
theless, I still suspected the presence of a fistula, but 
on a superficial examination I failed to find it, I shall 
now repeat my examination before you, and by care 
and persistence I trust we shall discover the source 
of this peculiar discharge. I first make a digital exami- 
nation of the vagina. I find no ‘trace of a fistula on 
the anterior wall; there is, however, the cicatrix of an 
extensive tear in the anterior and left lateral vaginal 
vault, that I shall test in a moment with the sound. 
The cervix is not much injured; the womb is in good 
position, well forward, of normal size, and movable. 

I now pass a sound into the bladder, and sweep its 
tip carefully and slowly over the posterior wall and 
fundus, looking for an unnatural opening. As I reach 
the area corresponding with the cicatrix in the vagina, 
I am doubly careful and follow the point of the sound 
in the bladder with my finger in the vagina. I discover, 
however, nothing like an opening. While thus engaged 
I notice some clear fluid trickling out of the vulva ; I smell 
it on my fingers, but cannot detect a urinous odor, I 
shall now sound the uterus. I pass the uterine sound 
repeatedly through a cake of soap until I am sure that 
it is clean. In my office I should use.a 50 per cent. 
solution of carbolic acid in glycerin. ‘It is a matter of 
conscience with me to see that this instrument is clean 
before I employ it, which is not often. Having curved 
the end quite sharply, I slowly and gently pass the 
sound into the cervix and then forward into the uterine 
cavity. It enters two and a half inches. I notice, how- 
ever, a rough surface near the internal os posteriorly, that 
needs investigation. I withdraw the sound, cleanse it 
again, straighten out the tip, and passing it through the 
cervical canal direct it posteriorly, using no force. It 
passes through an opening and glides upward to a dis- 
tance of four inches from the external os. At the same 
time there is a gush of this clear fluid. We have solved 
the mystery. This woman’s uterus was ruptured in her 
last labor. The accident escaped the notice of the 
attending physician. The pelvic peritoneal cavity pos- 
teriorly was quickly shut off from the region above by 
adhesions. An encysted peritonitis or ascites developed, 
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and hence the discharge, This condition after labor is 
not unheard of, but it is extremely rare. I shall trust 
to time to obliterate the cavity and close the opening in 
the womb. A more active treatment is uncalled for, as 
the woman has no fever and suffers no pain.! 

The next patient is also a puerpera. Her baby was 
born ten days ago. Ever since, she has complained of 
pain in the right leg. On examination there is excessive 
tenderness along the course of the sciatic nerve in the 
thigh, and in the leg down the central part of the calf, 
and along the outer edge of the tibia in front, When 
the woman attempted to step from her bed to the 
stretcher she suffered acutely, and found that the use- 
fulness of the right leg was impaired. You are prepared, 
of course, to hear the diagnosis: Neuritis from pressure 
upon the lumbo-sacral plexus in labor. This is a rather 
rare condition. But when one studies the anatomic dis- 
position of these nerve-trunks in the pelvis, and sees at 
least the possibility of injurious pressure upon them in 
prolonged labors; when one knows, besides, that they 
may be pressed upon by an exudate after labor, or may 
be actually involved in a septic inflammation, the only 
wonder is that neuritis as a srenngennen of parturition 
is not more frequently seen, 

I now make a vaginal examination, directing my at- 
tention to the large pelvic nerve-trunks, and I find at 
the region of the greater sciatic foramen some swelling 
and exquisite sensitiveness. You see the woman flinch 
and hear her cry out as I merely touch this point. I 
have so disturbed her that I really cannot judge whether 
there is increased sensitiveness as I attempt to follow the 
course of the lumbo-sacral plexus upward, but the pain 
is great, I am sure. 

One usually expects a history of prolonged labor or 
unusual presentation and position of the child in a case 
of this sort, but our patient tells us that her labor lasted 
but half an hour. Her intelligence is not great, however, 
and I think she.is mistaken, for I find, as I measure her 
with a pelvimeter, a simple flat pelvis, with an external 
conjugate of only 17cm. It is possible, I admit, that 
damage may be inflicted upon the lumbo-sacral plexus 
in a very rapid labor. It has followed the rapid extrac- 
tion of the head in breech-presentations ; but this is rare. 

Time may do much or perhaps all to relieve this 
woman. But I shall seek advice as to her treatment 
from my colleague, Dr, Charles K. Mills, who has taken 
a special interest in the subject, and has reported several 
cases of the kind at a later period, when there was 
paralysis and wasting of the muscles. 

The next patient on my list I cannot bring before you 
for she lies in another hospital (Howard), But I thought 
her case so unusual and instructive that a brief report of 
it might interest and perhaps instruct you. She isa 
young girl of twenty years. She enjoyed good health 
until two weeks before I saw her, when, on the last day 
of a menstrual. period, she was seized with violent vom- 
iting and purging, with profound prostration and intense 
pain in the lower abdomen. After four or five days the 
vomiting and purging ceased, but the pain and general 
weakness continued. When she entered the dispensary- 
room of the Howard Hospital, she walked slowly, some- 





1 The woman is now well. 
several days. 


There has been no discharge for 





what bent over, and taking short steps. Her appearance 
was very bad, and suggested a serious illness, The 
pulse was rapid, and the temperature over 100°, On 
abdominal examination, a mass was felt filling the lower 
abdomen from the symphysis midway to the umbilicus 
and reaching laterally to the iliac bones. I suspected 
pregnancy, but the girl denied it; there were no mam- 
mary symptoms, no discoloration of the vaginal mucous 
membrane, the hymen was found intact, and the cervix 
was not in the least softened, This was all that could be 
learned from a vaginal examination, for the cervix stood 
out like a nipple from a dense mass of exudate in all 
directions, The abdomen was opened two days later. 
The mass was composed of agglutinated intestines and 
exudate. Scattered through it were four or five collec- 
tions of very foul-smelling pus. The largest was not 
far below the umbilicus and just beneath the omentum. 
The others were deeper, but I could find no connection 
between them and the uterine adnexa, which were in- 
volved in the general adhesions, but were not distended 
or otherwise diseased. The pus was evacuated, the ab- 
dominal cavity ‘irrigated and drained. For a day or 
two I thought the girl would die, but she is now well 
on in her second week, and I think out of danger. I 
am at a loss to explain these abscesses, unless we accept 
the explanation offered by the patient herself: She was 
obliged in her daily work to lean constantly against the 
edge of a high table, and often complained of abdominal 
soreness in consequence. To this she attributed her 
illness, and it is possible that she may have so bruised 
the intestinal walls as to have caused perhaps ulceration 
at spots, or at any rate such a reduction of vitality as to 
permit the “‘ Durchwanderung ” of pyogenic microérgan- 
isms. There may also have been a tuberculous element 
in the case, but this I could not demonstrate. 





CLINICAL MEMORANDA. 


A CASE OF BROWN-SEQUARD’S PARALYSIS. 
By LEO NEWMARK, M.D., 


PHYSICIAN TO THE SAN FRANCISCO POLYCLINIC, 


V. D., forty years old, an Italian, presented himselt 
on March 11, 1892, stating that on October 6, 1891, in 
an encounter with a fellow- -countryman, he was knocked 
down, and then, just as he was in the act of rising, was 
stabbed i in the back. On again attempting to rise, he 
observed that the right leg was paralyzed. He now re- 
ceived a stab in the chest, and lost consciousness. Six- 
teen days after the injury he was removed to the French 
Hospital, and came under the care of Dr. Bazet, who 
states that at that time both wounds were closed, that the 
témperature was 102°, and continued so for eight or nine 
days after admission, and that the right leg was com- 
pletely paralyzed. The patient further called attention 
to the insensibility of his left leg to heat and cold; he 
had noticed in the bath that, although he felt the contact 
of the water on the left leg, he could not recognize its 
temperature. 

Condition, March 11,1892. The patient is a powerful, 
well-nourished man. On his back, 1% cm. to the right 
of the eleventh and twelfth dorsal spines, there is a ver- 
tical scar 2% cm. long. There is another scar on the 
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chest over the seventh rib, about 5 cm, to the right of the 
anterior median line. 

Left Leg, The left leg shows no diminution of motor 
power. All movements are performed with normal 
force and precision. Tactile sensation is preserved; 
very slight touches are perceived andaccurately localized. 
When the skin of the leg is raised in a fold the act is 
recognized as such and correctly referred to its locality. 
There is, however, absolute analgesia over a great part 
of the left lower limb. On the anterior surface, this area 
of complete analgesia extends from the toes to about the 
lower limit of the uppermost fourth of the thigh ; thence 
upward the analgesia becomes less marked, the patient 
distinguishing between the head and the point of a pin, 
without, however, experiencing a painful sensation when 
pricked. Sensation improves as we ascend, and is 
normal at Poupart’s ligament. On the inner surface of 
the whole extremity the analgesia is complete up to the 
perineum, and on the posterior surface to the upper 
border of the buttocks ; the latter limit is surmounted by 
an area of modified and gradually diminishing analgesia, 
like that on the anterior surface of the thigh. 


FIG. 1. FIG. 2. 


What has been noted of the patient’s insensibility to 
pain is equally true of his inability to distinguish between 
heat and cold. Wherever analgesia is complete the 
temperature-sense is likewise abolished, and where the 
former is incomplete the latter is more or less deficient. 

There is no loss of muscular sensibility, The patient 
is under all circumstances aware of the posture of the 
limb, is able to recognize with his eyes closed passive 
changes in the position of its different segments, and to 
direct all movements with precision. 

The patellar tendon-reaction is somewhat exaggerated. 
There is no ankle-clonus, but an active tendo-Achillis 
reflex. The plantar reflex is very faint; the cremasteric 
reflex is absent, and has not been elicited at any of the 
numerous investigations. 





Right Leg. The right leg is almost totally paralyzed, 
its motility being limited to slight flexion at the hip- 
joint. The muscles are somewhat flabby and atrophied. 
The right thigh measures 46 cm. and 40.5 cm. at points 
corresponding with points at which the left measures 48 
cm. and 43 cm. respectively. The greatest circumfer- 
ence of the right leg around the calf, however, is 35.9 
cm. as against 35.1 cm. on the left. There being neither 
edema nor any other palpable cause for this difference, I 
am constrained to assume a congenital anomaly to ex- 
plain this disproportion. The muscles contract upon 
stimulation with both currents, but a little less readily 
than those of the opposite limb. 

There is no hyperesthesia. Sensation is normal from 
the toes up to a line on the anterior surface corresponding 
with the level at which it has been noted that the anal- 
gesia and thermo-anesthesia begin to diminish on the 
opposite thigh. On the inner surface of the right thigh, 
in an area of the same extent as that in which the anal- 
gesia was observed to continue upward on the other 
limb, sensibility is preserved in all its forms. The anes- 
thetic area extends up to Poupart’s ligament, and also 
for some distance on to the posterior surface. In this . 
district, tactile sensibility is much impaired, touches with 
a brush or the finger not being perceived at all, while 
the sharp prick of a pin is described as a gentle touch, 
except near the borders of the area, where the point and 
head of the pin are distinguished, but without painful 
sensation. This region is also insensible to heat and 
cold. The anesthesia does not terminate abruptly, in 
its whole intensity, but gradually diminishes in degree 
toward the parts in which sensation is normal. 

The muscular sense is intact. Movements communi- 
cated to the leg or to the foot are recognized without the 
aid of vision, and are unerringly imitated with the left 
limb ; for instance, alteration in the posture of the foot 
by faradization of the peroneal nerve. 

The knee-jerk is very much exaggerated, far more so 
than that on the left side, and there is a slight patellar 
clonus. Ankle-clonus and the front-tap contraction of 
Gowers are easily elicited. The plantar reflex is very 
active, as is also the cremasteric reflex. The patient 


‘states that the left leg constantly feels warmer than the 


right. 

On the right side of the abdomen and back there is a 
slight diminution of sensation as compared with the left 
side; to this the patient had himself called attention be- 
fore examination. The obtuseness relates to all forms 
of sensation, and is more pronounced below, gradually 
diminishing upward, so that above the level of the um- 
bilicus it is hardly perceptible. The abdominal skin- 
reflexes are absent on both sides, 

The eft half of the penis and scrotum is totally anal- 
gesic, and insensible to heat and cold. 

The patient's virility is said to be much enfeebled, 
but not abolished. It is stated that during coition not 
only voluptuous sensation, but all sensation in the penis 
is absent. Erection and ejaculation are both less prompt 
than they had been before the injury. There is also 
vesical weakness, micturition being delayed, and the 
jet of urine less forcible than formerly. Of the rectal 
functions no complaint is made. 

On June 22d great improvement in the motor power 
of the right leg was observed. Movements of flexion 
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and extension at the hip and knee are executed with 
considerable strength, and the limb. is now used in 
standing and walking, but the power of movement:at 
the ankle and in the toes is still very deficient, The 
anesthesia and the condition of the reflexes are un- 
changed. On this occasion it was noted that perspira- 
tion was equal on both sides, 

On October 22d (over one year after the injury) a 
further increase of motor power is evident. The patient 
walks without support of any kind, but there is some 
stiffness of the right lower extremity, and the gait is 
halting. The difference in sensation on the two sides 
of the trunk has disappeared. According to the patient's 
assertion, the uro-genitary functions have improved. 
There is no other change in the man  -ondition, the 
anesthesia and the reflexes remaining otherwise as 
before. , 

Stab-wounds of the spinal cord have been but rarely 
observed at a level so low as in the case here reported. 
Bode? collated thirty-six cases, and found. that in twenty 
the cervical, in twelve the upper half of the dorsal, and 
in only one (recorded by Vigués) the lumbar region of the 
cord was affected. In the instance related by Vigués? 
the weapon had penetrated between the ninth and 
tenth dorsal vertebrz, and thus probably injured the 
cord higher up than in the present case. 

The foregoing symptoms are essentially those charac- 
teristic of a form of Brown-Séquard’s paralysis, 2. ¢., 
hemi-paraplegia, with crossed anesthesia. The extent 
of the anesthesia, and especially the anesthetic patch on 
the right thigh, point chiefly to the second lumbar seg- 
ment as the locality of the lesion, while the slight anes- 
thesia on the abdominal wall shows that the next higher 
segment did not wholly escape injury. This cor- 
responds with the indication afforded by the situation of 
the scar on the back, Further, according to hitherto 
accepted teaching, it would be justifiable to assume that 
we have to deal with a lesion of the right half of the 
cord. Recently, however, doubt has been thrown on 
Brown-Séquard’s interpretation of the complex of 
symptoms named after him. While Turner's‘ experi- 
ments on monkeys confirm the theory that the sensory 
fibers (at least those of the lower extremities) soon de- 
cussate after their entrance into the spinal cord and pass 
up the opposite side, Mott® insists on the absence of 
crossed anesthesia after hemisection of the dorsal cord 
in the monkey, and he is supported in his statement by 
C, D. Marshall, who experimented also on cats, and by 
Gotch and Horsley, who employed an electric method 
of examination. Gotch and Horsley,® while conceding 
the existence of pathologic cases of motor paralysis on 
one side and anesthesia on the other, regard “the clini- 
cal experiences as either in no way indicative of the 
normal relations of the cord to the nerves, or as capable 
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of explanation on the supposition that the lesion has 
affected at the same time the motor path (lateral 
column) on one side, and the principal afferent (posterior 
column) on the opposite side.” 

The merely clinical account of a case such as I have 
communicated contributes, of course, nothing new 
toward an explanation of the discrepancies between the 
conclusions of various physiologists and neurologists as 
to the sensory conduction-paths in the spinal cord; 
but it may possess some value as illustrating anew a 
complex of symptoms altogether not very frequently 
met with, and only very rarely observed as the result 
of a cord-wound at so low a level. Gowers' remarks : 
“It is not until nearly the middle of the dorsal region is 
reached that a unilateral lesion causes crossed sensory 
and motor paralysis. In the lowest part of this region 
and in the upper part of the lumbar enlargement. a 
lesion on one side impairs sensation on the same side 
as the motor.”” More recently the same author’ states : 
‘* A lesion on one side of the lumbar enlargement often 
affects sensation on the same side as motion, because it 
damages the sensory path before it has crossed.”’ 

The restitution of motor function and the persistence 
of anesthesia are in accord with the usual experience 
after such injuries in man.* Experiments indicate that 
the return of motor power is not due to a regeneration 
of the white fibers of the motor tract, but to the trans- 
mission of efferent impulses by decussating paths from 
the opposite side, (Turner, Rossolymo, Mott.) 

The dissociation of sensibility is not very rare, tactile 
sensibility, according to Gowers,‘ being unaffected in 
one-third of the cases. 

Charcot’ considers these lesions of the cord very dan- 
gerous (graves au. premier chef), and states that the 
victims die at the latest fifteen days after the injury. A 
consideration of a number of cases has shown that the 
prognosis is not so unfavorable. 


A CASE OF RUPTURED ECTOPIC GESTATION; 
CELIOTOMY; RECOVERY. 


By JOHN E. WALSH, M.D., 
DENVER, COLORADO, 


On June 29, 1892, I was called to see Mrs. T., thirty- 
three years old, who began to menstruate at fourteen 
years, was regular, and enioyed comparatively good 
health until her twenty-second year, when she suffered 
from an attack of pelvic peritonitis, caused by exposure 
after having fallen into a river. Later, she suffered at 
times from amenorrhea and dysmenorrhea. About a 
week before I saw her, after exposure to cold, she com- 
plained of feeling chilly and of some slight pains in the 
abdomen. During the night she had a severe chill, fol- 
lowed by lancinating pains in the abdomen. She also 
felt faint and dizzy. Whiskey was administered, and 
hot applications applied to the abdomen, On the next 
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morning Dr, J. R. Walls was sent for, from whom I 
subsequently learned that she had symptoms of perito- 
nitis. Under the use of morphine, hot applications to 
the abdomen, and stimulants, she improved until the 
evening before I saw her, when her symptoms became 
aggravated. 

On examination, I found the patient in a state bor- 
dering on collapse, with a temperature of 102.5°, and a 
pulse of 125. The abdomen was tympanitic and tender 
on pressure, The bowels were obstinately constipated, 
and the urine scanty and high-colored. A bimanual 
examination of the pelvic canal discovered the uterus 
slightly enlarged, displaced to the left, and firmly fixed. 
A non-pulsating tumor lay behind and to the right of it. 
A sound introduced into the cavity of the uterus showed 
the organ to be empty. 

Although the patient had been married more than 
three years she had never been pregnant. About ten 
weeks prior to the beginning of her present illness, men- 
struation ceased; but as she at times suffered from 
amenorrhea, she paid no attention to this fact. There 
was no morning sickness ; no change in the breasts ; no 
perceptible softening of the uterus; and, so far as I 
could learn, there had been no expulsion of a decidual 
membrane. In fact, she had but one symptom of preg- 
nancy, and that was amenorrhea, She did not believe 
herself pregnant. 

My diagnosis was either ruptured ectopic gestation or 
ruptured pyosalpinx, For ten days she, however, was 
treated with laxatives, stimulants, and hot turpentine- 
stupes to the abdomen, with only temporary improve- 
ment. 

I now advised an operation, to which the husband 
readily consented. Assisted by Drs. Shollenberger, 
Hally, Walls, and Godsman, an incision was made in 
the middle line. The hemorrhage from the abdominal 
wound was free; this aroused my suspicion as to the 
bloody nature of the tumor, On incising the perito- 
neum, over a quart of dark-colored blood gushed out, 
followed by a portion of the intestines. These were, 
after some difficulty, replaced and held back by sponges. 
Passing my hand into the pelvis, a hasty examination 
soon convinced me that I had a ruptured ectopic gesta- 
tion to deal with. Having torn some of the placental 
attachments during my examination, as manifested by 
alarming hemorrhage, I hastily turned out the product 
of conception, and packed the sac with iodoform-gauze. 
This procedure effectually controlled all bleeding. 

The abdominal cavity was thoroughly irrigated with 
hot water, the wound stitched and dressed, and the 
patient put to bed and surrounded by bottles of hot 
water. She was now pulseless, but soon rallied under 
the hypodermatic use of strychnine and brandy. Rectal 
injections of warm milk and brandy were given every 
four hours. The temperature rose to 101°. The pulse 
ranged between 150 and 160 for two days, then slowly 
declined to normal. On the fifth day the gauze was re- 
moved. The cavity was daily irrigated with a warm 
boric-acid solution and repacked with iodoform-gauze. 

At the end of six weeks the sac had completely closed 
and the wound had healed. The woman is now up and 
around daily, gaining in flesh and strength. 

The diagnosis of extra-uterine pregnancy at an early 
period is often beset with difficulty. We have no one 





symptom that is pathognomonic, and it is only by an 
association of several symptoms at once, or by several 
appearing in succession, that a diagnosis can be made. 
One trouble we have to contend with in these cases is 
that opportunity is seldom afforded for examination 
before rupture. It cannot be denied, however, that in 
some cases the symptoms have been so pronounced that 
a diagnosis was easily made. Such cases have been 
reported from time to time by competent men, and the 
accuracy of diagnosis subsequently verified either by 
operation or autopsy. 

It is peculiar that Mr. Tait, whose experience in this 
line is greater than that of any other man, never had a 
single case for diagnosis before rupture. It was this 
unique experience that led him to state that there are no 
symptoms in extra-uterine pregnancy before rupture has 
taken place, and to doubt the possibility of an early 
diagnosis. The value of a diagnosis in the early stages 
cannot be overestimated, as the treatment before rupture 
of the sac is of prime importance. 

Celiotomy for the removal of an ectopic gestation 
before rupture is not more difficult than an ordinary 
ovariotomy, because the bloodvessels can be clamped 
and ligated at the outset, thus effectually controlling all 
sources of hemorrhage. On the other hand, to perform 
an operation after rupture of the sac, when the patient is 
dying, when the abdomen is full of blood, and when the 
bleeding vessels are fast pouring out life’s forces, is, to 
say the least, a hazardous undertaking. 

In making a diagnosis too much stress should not be 
laid on any one symptom, unless supplemented by other 
signs. To suspect the existence of extra-uterine preg- 
nancy is, in itself, a very valuable aid in diagnosis, 
without which the most experienced is liable to go 
astray, The patient may believe herself to be pregnant, 
and there may be present several of the reflex signs of 
pregnancy. On the other hand, she may scout the idea 
of pregnancy, as my patient did, and the history of the 
case may be so misleading that to form a correct estimate 
of the nature of the disease is impossible. 

A woman when developing an extra-uterine fetus gen- 
erally suffers from bearing-down pains, mostly on one 
side. When laceration occurs the pain is terrific. She 
may complain of either amenorrhea, menorrhagia, me- 
trorrhagia, or irregular menstruation. Frequently there 
is a short period of amenorrhea, followed by irregular 
menstruation, which may be profuse or. scanty. Most 
cases of extra-uterine pregnancy are preceded by a long 
term of sterility. The presence of a gradually increas- 
ing, pulsating, sensitive tumor in the region of the broad 
ligament, with the displacement of an enlarged uterus to 
the opposite side, is a valuable symptom. 

The expulsion of decidual membrane is said to be 
pathognomonic of ectopic gestation, but unfortunately it 
is not present in all cases, 

In regard to the treatment in the earlier months, before 
rupture has taken place, a great deal has been said and 
written, by the advocates of both electricity and surgery. 
If, by destroying the fetus by means of electricity, we 
could always be sure of having the dead mass absorbed 
without any sequelz, such a treatment would be of the 
greatest value. It must be admitted, however, that 
electricity is an agent productive of good in certain 
cases ; consequently it should not be entirely ignored. 
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For instance, all women in whom a diagnosis of ectopic 
gestation has been made before rupture, will not submit 
to celiotomy, even though the dangers of their position be 
made plain, In such cases, then, electricity should be 
resorted to as a life-saving measure. 

When the symptoms of rupture occur the need of a 
surgeon is imperative. To trust to any other measure 
but abdominal section endangers the life of a patient. 
To. cut down and control all bleeding is an operation 
from which even an experienced surgeon may shrink, 
but in it lies the only hope of saving the woman’s life; 
and if she be not moribund by the time the hemorrhage 
is arrested, her chances of recovery, in these days of 
aseptic surgery, are good. 

When the rupture occurs in the lower portion of the 
tube, the contents of the sac falling between the layers 
of the broad ligament, and thus becoming extra-perito- 
neal, the patient may recover without interference. The 
fetus usually becomes encysted and may remain in the 
sealed sac for a long period without causing any serious 
disturbance, becoming a lithopedion; but unless com- 
pletely absorbed, it will sooner or later cause ulceration, 
and be discharged through the rectum, bladder, vagina, 
or abdominal wall. 

To avoid the sufferings and dangers that such a con- 
dition is liable to bring about, it would be better to 
extirpate the ovisac as soon as the diagnosis is made. 

In the later months of pregnancy, when the child is 
viable, the mother should be placed in a hospital under 
the watchful care of physicians and skilled nurses, pre- 
pared to receive at any moment, during the day or night, 
the benefit of an immediate operation whenever the 


symptoms announce the fatal moment has arrived. To 
allow the woman to remain at home, trusting to a mes- 
senger to summon aid at the proper time, is tempting 


fate, Consequently, when it is impracticable to senda 
patient to a hospital, the sooner the operation is done the 
better, as delay brings more danger to the mother than 
celiotomy. 


A CASE OF COMPLETE INVERSION OF THE 
UTERUS FOLLOWING LABOR. 


By H. E. CUSHING, A.B., M.D., 
CHAMPAIGNE, ILL. 


I was called by Mrs. W., a primipara, twenty-one 
years old, at 4 A.M, July 18, 1892. Labor-pains had 
been recurring since 10 o’clock the previous evening. 
Finding, upon examination, that the os had not dilated 
any, I gave a few necessary directions and returned 
home. Twice during the morning I called and found 
the labor progressing naturally. At 12.30 P.M, the os 
was fully dilated, the uterine contractions frequent and 
severe. About 1.30 P.M. I began the administration of 
chloroform during the pains, using none during the in- 
tervals between the pains, and at no time allowing the 
patient to become unconscious. At 2 P.M. I ruptured 
the membranes; not more than four ounces of fluid 
escaped. At 2.30 P.M. finding my patient becoming 
exhausted and the head making no advancement, I de- 
termined to apply the forceps. Placing my patient 
crosswise of the bed, I surrendered the chloroform to an 
assistant, and when the woman was sufficiently anes- 
thetized I applied the forceps, using traction only during 
the pains, and administering the choloroform only while 





the contractions occurred. At 3 P.M. the patient was 
delivered of a healthy child weighing nine pounds, The 
cord was wound about the child’s shoulders once, There 
was no rupture of the perineum or laceration of the 
cervix. : 

After ligating and dividing the cord and handing the 
child to an attendant, I gave my attention to the mother. 
Seizing the body of the uterus, with one hand over the 
abdomen, I applied compression, while making slight 
traction upon the cord with the other hand. In fifteen 
minutes, finding no indications of the placenta being ex- 
pelled, I seized the uterus with both hands and made 
compression till I felt the uterus contract under my 
hands, when I again took hold of the cord and found 
the placenta protruding an inch or more from the vulva. 
One hand over the abdomen still held the uterus, when 
suddenly I felt it contract and slip from my grasp, 
though no traction had been made upon the cord, and 
immediately the placenta was expelled from the vagina, 
followed by the inverted uterus, to which the placenta 
was firmly attached. Glancing at my patient, I found 
she was deathly pale, pulseless at the wrist, and in a 
condition of collapse. Ordering a stimulant for her, I 
despatched a messenger a few blocks for medical assist- 
ance, and proceeded at once to peel off the adherent 
placenta, which readily yielded to my efforts. In the 
meantime a considerable contraction had occurred just 
above the internal os, but with the condition of my 
patient I dared not administer any more of the anes- 
thetic to produce relaxation. 

There was continuous oozing of blood from the 
whole surface of the inverted uterus, but no severe 
hemorrhage, and I determined to see if it would not 
relax sufficiently during the attempt to reduce the in- 
version. I seized the body of the uterus with both 
hands, and, with my thumbs over the fundus, I applied 
gentle pressure until it slipped back into the vagina, 
though the fundus lay nearest the vulva, and I could 
grasp the body again through the abdominal walls. 
Gradually introducing my hand into the vagina, I ap- 
plied pressure with my finger-tips, till at the end of ten 
minutes I felt the uterus yielding and the inversion re- 
duced. I followed the fundus with my fingers till I 
found it completely turned back, and there held it with 
my hand over the abdomen for at least half an hour until 
contractions occurred, rendering it firm and hard. With 


' the use of stimulants the patient soon began to rally. 


The physician for whom I sent arrived too late to ren- 
der assistance. After the uterus was well contracted I used 
a hot solution of mercuric chloride, 1 : 3000, and thor- 
oughly irrigated the uterus and vagina. This aided the 
patient much in rallying, and the heat was grateful and 
refreshing. Fresh clothing was put upon the bed and 
patient ; a wide bandage with a compress over the uterus 
was applied, and one-drop doses of normal liquid ergot 
were administered hourly, There was an inability on the 
part of the patient to urinate during the first and second 
days, and following this for two days the urine would 
pass involuntarily during sleep. Otherwise the recovery 
was uninterrupted, the temperature and pulse at no time 
being above normal. 

The cause of the inversion I cannot explain. Had I 
used chloroform to complete anesthesia I should have 
considered that this might have produced too great a re- 
laxation of the uterus.. But at no time was there suffi- 
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cient anesthesia to more than dull the pain or prevent 
the patient from understanding what I said to her. The 
cord was of ordinary length, and traction was not pro- 
duced upon the placenta when the child was expelled. 
I used more than the usual precaution in making trac- 
tion upon the cord, as only a week previously I had torn 
a rotten cord from its attachment, and was careful that 
the accident should not occur again. The placenta was 
under rather than above the average size, and the patient 
made no effort to expel it. 

On September 9 I made an examination of my patient 
and found the cervix uteri without laceration and with 
no rupture of the perineum. 


CASE ILLUSTRATIVE OF THE CONSTITUTIONAL 
AND HEREDITARY ORIGIN OF VARICOCELE. 
By G. FRANK LYDSTON, M.D., 

OF CHICAGO, 

A MAN, thirty-nine years old, of medium height, spare, 
and rather delicate, was referred to me for counsel re- 
garding varicocele, I found that he had a double vari- 
cocele, the left side, as is usual in such cases, being much 
the larger of the two, although -the right was also quite 
large. The veins of the entire abdomen were greatly 
enlarged and markedly varicose, the upper part of the 
abdomen presenting the peculiar arborescent appearance 
so frequently seen in cirrhosis of the liver, The veins of 
both extremities presented varices as severe and exten- 
sive as almost any that I have ever seen, Both testes 
were atrophied, the right especially so. On examina- 
tion of the rectum I found the patient to be suffering 
from severe hemorrhoids. The family history of the 
patient is very interesting, he himself recognizing its 
important bearing upon his condition. His mother, 
whom he stated he favored very noticeably, had always 
been delicate and suffered from severe varices of the 
extremities. No other particulars could be obtained re- 
garding her history, save that she died of what was pro- 
nounced to be “‘ pernicious anemia,” a fact that in itself 
is quite suggestive. One of the patient’s brothers is 
affected by what, from his description, I infer to be several 
nevi located upon the inner aspect of one thigh. These 
have developed within the past few years. 

This case has certainly a very important bearing upon 
the question of the hereditary and constitutional char- 
acter of varicocele and its congeners. In my recently 
published monograph upon varicocele, I have strongly 
insisted upon the dependence of varicocele upon per- 
turbation of the structure of the general venous system. 
Mr, Bennett, in his excellent little book upon the sub- 
ject, has also dwelt upon the same point. It would 
hardly be practicable to expatiate upon this case at 
length, especially as I have already expressed my views 
in extenso, The case has a very practical bearing upon 
the subject of diseases of the veins. The possibility of 
the correlation of hemorrhoids and varicocele has been 
vigorously disputed by such high authorities as Mono 
and Terrillon, but I have long been convinced of their 
association in certain cases as a consequence of a general- 
ized perturbation of the structure and function of the 
venous system. On examination, the liver was found 
normal, There was a slight mitral systolic murmur, but 
no changes in the heart that would explain the extensive 
varices, 





A CASE OF BILIARY FISTULA IN THE 
NEWBORN. 


By J. HERBERT DAREY, A.M., M.D., 


OF GRANGER, MINN, 


On August 31, 1892, I was called to attend Mrs. A. in 
labor. A rather small-sized boy was delivered after an 
easy and normal labor. The child was the second. The 
placenta came away intact. About ten days afterward I 
was sent for to see the child, as something was wrong 
with its navel. On my arrival I was told that the nurse 
had seen matter that looked like feces welling up from 
the unhealed stump of the umbilicus, On examination 
the navel was protuberant, and had not yet cicatrized. 
The stump projected about three-eighths of an inch 
above the surface of the skin, and had some flabby 
granulations on it; but there was nothing else visible. 
I thought that some pus might have been present that 
had deceived the nurse. The raw stump was touched 
with a crystal of copper sulphate to check the exuberant 
granulations. The father saw the child the next time it 
was dressed, and stoutly maintained that he saw feces 
emanating from the navel when the child cried or 
stretched itself. He was so positive that I looked again, 
and saw on the binder a yellow stain that looked like 
that which was on the diapers, and a perfectly odor- 
less yellow fluid coming out of the navel, A minute 
opening was now detected in the stump, into which a 
probe passed upward and outward to the right for a 
distance of about three inches, when it encountered 
something solid, which must have been the liver. The 
parents were much alarmed, as they thought that there 
was no hope for the child with the intestinal contents 
coming out of the navel. I had some trouble in dis- 
abusing them of this idea. A probe, armed with silver 
nitrate, was passed deeply to the bottom of the fistula, to 
set up adhesive inflammation. This was done daily for 
ten days, the probe being introduced less and less deeply 
each day; when the fistula closed up completely. The 
child was in good health all the time, and, though small, 
is at present growing nicely. I thought that the fistula 
must be due to an unobliterated umbilical vein; but 
just how the bile got into it is somewhat mysterious. 
Was there a communication between the gall-bladder, 
or ductus communis, or cystic duct, and the vein; or 
did the bile come from the biliary ducts in the liver 
itself and empty into the vein in some way ? 


MEDICAL PROGRESS. 


An Epidemic of Diarrhea among Children Induced by the 
Bacterium Coli Commune.—Rossi-Dortia ( Centralblatt f. 
Bakteriologie u. Parasitenkunde, 1892, No. 14, p. 458) 
has reported the occurrence of an epidemic of diarrhea 
among a number of children in the ward of a hospital, 


in the course of which twenty died. In the stools and 
in sections of the various organs the bacterium coli 
commune was almost exclusively found. The chil- 
dren were mostly from ten to twenty months old. The 
essential and constant symptom was the diarrhea. There 
were perhaps twenty stools a day ; the feces were offen- 
sive in odor, greenish, slightly flocculent, mixed with 
viscid mucus and occasionally bleod-streaked. Their 
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reaction was almost always neutral or feebly acid. In 
the first stage of the disease there was no fever ; on the 
contrary, the condition was one of collapse, with hypo- 
thermia, The tongue was dry, the skin wrinkled, the 
eyes deep, the fontanel depressed, the abdomen sca- 
phoid. In the second stage the diarrhea subsided; the 
spleen was tender to touch; a febrile reaction appeared 
resembling that of enteric fever. The children that 
reached this stage usualiy died on the fourth or fifth day 
after the appearance of the febrile symptoms. In the 
severe cases the most common complication was bron- 
cho-pneumonia in the posterior portion of the lungs. 
Post-mortem, the mucous membrane of the first portion 
of the bowel was normal. That of the last portion of 
the small intestine and throughout the large intestine 
was swollen, here and there hyperemic, and in a few 
places, though not in all cases, marked by punctate 
hemorrhages, Peyer’s patches were prominent, the soli- 
tary follicles thickened, but never larger than a millet- 
seed, and frequently surrounded by a red areola, and 
sometimes ulcerated. The mesenteric glands were en- 
larged in all cases, in some greatly so. The liver 
appeared yellowish, as if fatty. The spleen was en- 
larged, soft, and of a slate color. The kidneys appeared 
normal. The peri-bronchial glands were enlarged in 
almost all of the cases. The heart presented no lesion. 
The post-mortem examination was usually made twelve 
hours after death, the body having been kept in a cool 
place. The organisms found in the intestinal contents, 
in the tissues, and on culture closely resembled typhoid- 
bacilli. The following differences were, however, ob- 
served: the bacterium coli is smaller and thicker than the 
typhoid-bacillus. Although the colon-bacillus becomes 
motile ata temperature of 100.4°, it is not so at ordinary 
temperatures, as is the typhoid-bacillus. Although in 
potato-cultures the typhoid-bacillus gives rise to'a yel- 
lowish-brown formation, the colon-bacillus produces the 
same result much more rapidly and with much more dis- 
tinctness. The colon-bacillus, in contradistinction to the 
typhoid-bacillus, gives rise on sugar-agar to the copious 
production of gas. 


Red Pus.—FERCHMIN (Vratch, 1892, Nos. 25 and 26) 
has reported fourteen cases in which red pus was ob- 
served, The condition was almost always found in 
recent wounds, at the first dressing; in only one case 
two weeks after the operation. The pus was not ap- 
parent on the surface of the wound, but in the layers of 
the dressing next to the wound. The color was gener- 
ally bright-red. The phenomenon is readily distinguish- 
able from hemorrhage. The color of red pus is un- 
changed by drying, while that of blood becomes dirty- 
brown. The cause of the red pus was found to be a 
bacillus one-third as long as the diameter of a red blood- 
corpuscle, and about as thick as the pneumonia-coccus 
of Friedlander. The organism is colorless, but stains 
readily with various colors and by Gram’s method, 
It grows best at the temperature of the body, and equally 
well in diffuse daylight and in darkness. In direct sun- 
light the color fades. Smear-cultures on blood-serum 
present the appearance of a red streak. Other culture- 
media are rendered turbid. The red pigment ig soluble 
in alcohol, insoluble in water, benzine, ether, and chloro- 
form. Mice proved refractory to the organism, In 





rabbits subcutaneous inoculation was followed by fever, 
loss of appetite, diarrhea, and death. In dogs injections 
beneath the skin and into the abdominal cavity were 
followed by transient fever, without local reaction. 
Clinically the presence of red pus was not found to influ- 
ence the course of the case.—Centralblatt f. Chirurgie, 
1892, No. 41, p. 825. 


THERAPEUTIC NOTES. 


. For Cholera.—As in the course of an attack of cholera 
the secreting epithelium of the kidney undergoes de- 
generation, ZIPPEL (Deutsche medicin. Wochenschr., 
1892, No. 42, p. 956) proposes in treatment the induction 
of diaphoresis in conjunction with venous infusion. As 
soon, after venous infusion has been instituted, as the 
radial pulse can be felt, the pressure under which the 
saline solution is propelled is diminished by lowering 
the receptacle in which the fluid is contained. The 
canula, protected with an antiseptic covering, is, how- 
ever, permitted to remain in connection with the vein. 
By means of barrel-hoops, blankets, and a spirit-lamp, 
the patient is now given a hot-air bath; and soon 
copious diaphoresis sets in, with corresponding improve- 
ment. The method of treatment has thus far been 
employed in but a limited number of cases, but in these 
it has proved eminently satisfactory. 





For Bromidrosis.— 

R.—Naphthol 
Glycerin m xlviij. 
Alcohol f 3j.—M. 

S.—As a wash for the feet, night and morning; 

followed by— 

B.—Powdered naphthol gr. viij. 

Powdered starch i 3jss.—M. 
Kaposi, Correspondenzblatt f. Schw. Aerzte, No. 20. 


gr. xxiv. 


For Eczema of the Vulva.— 
R.—Potassii bicarbonat. 
Sodii bicarbonat. 
Glycerin, (neutral) 
Tinct. opii . f ij. 
Aquz destil, f Zviij.—M. 
S.—Warm and apply morning and night; then dust 
the parts with a mixture of finely powdered camphor, 
I part, and finely powdered starch, 49 parts, 
Luscu, L’ Union Meéd., No. 110, 1892. 


3}. 
3ij. 
f Zjss. 


For Frost-bite.— 
R.—Ol. lavandulze 


Acid. carbolic. aa f 3ss. 


f 3v. 
3x.—M. 


Olei olive ‘ ‘ ; 
Unguent. plumbi } aa 
Lanolini , : 
LASSAR. 


Ft. ung. S.—Apply topically. 


For Snoke-bite.—It is recommended that when, in case 
of snake-bite, absorption of the virus has taken place 
and constitutional symptoms are already present, the 
bitten person be placed in a hot bath, subsequently 
in a hot pack and covered with blankets, to induce 
copious diaphoresis; a subsequent cold sponging will 
protect from the dangers of exposure afterward.— Science. 
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JOURNALOPATHY. 


THERE is a peculiar and noteworthy type of 
journalistic disease very prevalent at the present 
time among us that may be defined as an endemic, 
infectious affection confined in geographic distri- 
bution to the United States. In some respects it 
seems of a parasitic or fungoid origin, whilst in 
others it seems to be a professional or occupational 
neurotic disease, being limited almost entirely to 
the class HEALERS and their hangers-on. Although 
a periodic affection, it is strangely enough abso- 
lutely without period (‘‘full-stop’’), and also with- 
out periodicity, being very chronic and steadily 
ingravescent. 

The chief subjective symptom is pain confined to 
two circumscribed parts of the body—that beneath 
the bank-book pocket, and that below the scalp in 
the locality where the phrenologists say is located the 
organ of amour propre. The chief objective symp- 
tom is the appearance of an extravagant number of 
so-called medical journals filled with advertisements, 
reading notices, uncredited copyings from ex- 
changes, personal notices, portraits of famous living 
physicians, many abstracts, a few original unpaid 
contributions (and these mostly the echoings of 
other voices), and articles on miraculous propri- 
etary pharmaceutic preparations by Drs. Hard- 





pressed & Co. As to pathology, but few cases have 
been ‘‘ posted’’—alas!—and in these the findings 
were very meager and unsatisfactory. Before death 
a sort of simple ‘neurotic edema’’ of the two 
parts mentioned was the most decided and uniform 
morbid tissue-change ; but as this was not present 
in the dead subject, it would appear that the 
disease is simply a functional neurosis. 

From the most reliable data at our command we 
estimate that there are published in the United 
Kingdom about thirty-six medical journals, exclud- 
ing the annuals, which may hardly pass as serials. 
In the United States there are something over two 
hundred such periodicals. 

In proportion to population, therefore, we have, 
roughly, between three and four times as many 
medical journals as England. But even this enor- 
mous disproportion is heightened by the fact that 
England supplies her colonies and the English- 
speaking world with much of their literature of this 
kind. What is the reason and significance of this 
fact? 

The reason for the fact is that with us the great 
majority of journals exist for the benefit of ad- 
vertiser, publisher, and editor, and if at all, only 
indirectly for the advancement of medical science 
and the benefit of the medical profession. 

The significance of the fact is that the vast influ- 
ence for good that might result from the concentra- 
tion of interest and power into a few authoritative and 
useful journals is frittered and dissipated in smoke by 
the pernicious multiplication of hundreds of useless 
and wasteful ones. There is only about so much 
money that may be devoted to medical serial litera- 
ture by the members of the profession ; if this is 
largely divided among second, third, or tenth-rate 
periodicals, it cannot be utilized in the encourage- 
ment of the first-rate ones. The more subscribers 
a good journal has the greater the amount and the 
higher the quality will be the reading-matter given. 
We positively have no jealousy or ill-will whatever 
toward this class of journals; we only wish to 
emphasize an incontrovertible fact. No one can 
fully estimate or truthfully deny the tremendously 
good influence exercised by such periodicals as the 
two powerful mouth-pieces of the English medical 
profession. 

Yet another aspect deserves notice. Good med- 
ical writing can only be done by educated, intelligent 
minds, well equipped with knowledge. When vanity 
is the motive of writing, the writing will assuredly be 
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as devoid of value as all vanity-produced things 
proverbially are. Why should the terrible tax be 
levied upon medical men of giving the literary 
results of their labors to the world gratuitously ? 
It costs life-force and time to write well and to the 
reader’s profit. Would not the quality be better if 
writers for medical journals were paid for their 
services just as they are paid by lay periodicals? 
What may be expected of the unpaid labors of 
editors and contributors? Is that report or writing 
most trustworthy that is born of motives of self- 
magnification and the desire to attract patients 
and consultations? We speak subject to possible 
correction, but we do not think that there is more 
than one medical weekly in the United States 
that pays cash for every contribution to its. col- 
umns. There is certainly but one that frankly 
advertises the fact in every current number it issues. 
Even in this case only a beginning is made toward 
better things, and when medical literary ability, 
both editorial and contributional, is adequately 
compensated, that ability will spring into existence 
fitted to -help on medical progress with noble 
strides. 

What hinders such payment ? Simply the shame- 
ful multiplicity of useless journals. 

Upon every physician it should be urged: You 
wrong yourself, your patient, and your profession 
by encouraging an outrageous waste of medical 
force by the reckless increase of petty and uncalled- 


for periodicals. Select of the few best the ones you | , 


” 


please, but do not let “local pride’’ influence you 
to throw away money and time. You have no 
moral right to encourage periodicals controlled by 
advertisers, or those wherein money-making, self- 
seeking, and east-wind are more conspicuous than 
the desire to further honest and progressive medical 
science ! 


SURGICAL INTERFERENCE IN PERFORATED 
TYPHOID ULCER. 

PROBABLY the most serious complication that can 
occur in the course of typhoid fever is intestinal 
perforation. Fortunately, it is not a common one 
—not more than from 5 to 7 per cent. of the total 
mortality die thus in large series of reported cases. 
Yet in those cases in which this accident does take 
place the question of treatment must always be im- 
perative to the conscientious attendant, and de- 
mands immediate solution when the occasion arises. 

Until 1886 useless palliatives were alone con- 





sidered, when Pror.. James C. Wizson' made em- 
phatic query whether operative interference would 
be justifiable, and pleaded that this method be given 
trial in those cases which previously had been simply 
abandoned to their almost inevitable fate. An 
approbatory editorial appeared shortly afterward in 
THE Mepicat News, and in 1887 several contribu- 
tions to the literature of the subject were published,’ 
and two cases of operation for perforated typhoid 
ulcer were reported—one by Lucxg, of Strassburg, 
and another by T. G. Morton, of Philadelphia. 
Later, VOLKMANN reported one, and Bonrecou, of 
Troy, two additional cases. Of this total of five cases, 
four died within a few hours, although operated upon 
almost immediately subsequent to the perforation. 
The fifth, in which perforation occurred on the 
fortieth day of the disease and the twentieth of a 
relapse, likewise speedily perished. One additional 
case, the reference to which has unfortunately been 
mislaid, has since been ‘placed on record. Here 
perforation took place late in convalescence, opera- 
tion was promptly done, and the patient recovered. 

But two text-books refer to the possibility of 
surgical interference in this form of perforative 
peritonitis. GREIG SMITH* says that ‘‘to perform 
abdominal section on most cases of perforating 
typhoid ulcer would be little better than performing 
a post-mortem examination on the operating-table. 
Perforation frequently takes place during convales- 
cence ; a few of these cases may permit operation. 
The operation undoubtedly has a future 
before it ; but it must be undertaken only with ex- 
treme caution and under the most favorable con- 
ditions.’’ In OsLEr’s opinion,‘ ‘If perforation 
has occurred in the second or third week, it would 
be useless, under the circumstances, to attempt to 
stitch a slit in the intestine ; if, on the other hand, 
it occurs during convalescence, it is only right to 
give the patient a chance, and the operation should 
be performed.”’ 

It would appear, then, that the prognosis, either 
with or without operation, is almost uniformly fatal 
in perforations arising before the commencement of 
defervescence of the disease ; while, probably, with 
operation, an increasingly favorable prognostication 
may be given as the complication occurs at later and 





1 Phila. Med. ‘Times, Dec. 11, 1886. 

2 Deutsche Zeitschr. fiir Chirurg., 1886-87, xxv, 1-4; THE 
MEDICAL NEWS, Nov. 26, 1887; ibid., Dec. 24, 1887. 

8 Abdominal Surgery, 3d edition. 

4 Practice of Medicine, 1892. 
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later stages. Our own. judgment is in favor of 
operation at any period if the lesion can be 
positively diagnosticated ; for death is inevitable 
without surgical interference, and the operation has 
not yet been performed in a sufficient number of 
cases for us to be positive that in the first two or 
three weeks there are no circumstances under which 
an exceptional case might not be saved. 

Diagnosis is therefore the supreme question. If 
this cannot be positively established in the early 
periods of the disease, operation should never be 
considered ; for scarcely any horror could equal 
that of opening the abdomen in the early or middle 
periods of typhoid fever and finding that one of the 
many misleading symptoms then often present had 
caused a needless and probably fatal operation to be 
performed. At later periods, when operation, per 
sé, would be less lethal, more risks might be taken 
if the diagnosis is not absolute. The one success- 
ful result on record was. obtained late in convales- 
cence. 

Regarding the operation itself, the indications 
are simple: median incision; search for lesions 
from the cecum upward along the ileum, then in 
the appendix (a frequent site of typhoid perforation), 
and finally downward along the colon; suture of 
perforations, without trimming the edges, with 
Lembert sutures, and turning into the bowel-lumen 
of sites of impending necrosis or perforation by the 
same means ; copious irrigation of the entire abdo- 
men with hot (110°) water ; and, finally, introduc- 
ing a drain-tube to the base of the pelvic cavity, and 
suture of the parietal wound. Extensive perfora- 
tions, actual or impending, would call for the 
attempted formation of an artificial anus. 


PHILADELPHIA AS A CENTER OF MEDICAL 
EDUCATION. 

THE statistical details epitomized in the following 
table were kindly furnished by the Deans of the 
respective institutions named. 

If to these were added the pupils of private 
teachers, of hospitals, and of sectarian schools, the 
present number of medical students in Philadelphia 
would doubtless run above two thousand ; and if 
the matriculates in dentistry were also included the 
total would be much more increased. 

That the city should have some pride in the his- 
tory and influence of her famous medical schools, 
is evident, even from the plebeian standpoint of 
finance. If each of these 2000 medical students 





spends here on the average no more than, say, $600 a 
year, it follows that the body adds some $1,200,000 
per annum to the general civic prosperity. The 
grand total contributed in this way by all the stu- 
dents of the past is beyond any accurate estimation. 
But it, of course, arouses a far more honorable 
pride both in citizen and physician to think of the 
influence of her 21,474 graduates who have gained 
here and have carried to the world a knowledge and 
skill of infinite benefit and service to mankind. 


NOVEMBER I, 1892. 
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834 | 10,753 





University of Pennsylvania 
(Medical Department.) 
Jefferson Medical College... 


243 
227 
Woman’s Medical College... 63 
Medico-Chirurgical, College 50 





1774 | 21,474 
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SELECTION. 


A SILENT REVOLUTION. 


AN almost silent revolution, deeply affecting the 
public welfare, is going on in the long prevalent 
practice of the open sale of proprietary, or, as they 
are falsely called, patent medicines containing poison, 
without their being labelled poison, or without the pro- 
vision of the law in respect to the sale of poison being 
complied with. There is undoubtedly a great deal in 
a name, To call a-secret nostrum a patent medicine 
is like calling a jay a peacock; it is and always has 
been a complete misnomer—/ucus a non lucendo. The 
whole class of pills, potions, liniments, and lozenges 
thus cleverly miscalled were and are not either in fact 
or in law patent; their composition is not specified— 
nay, their very existence, and the profits derived from 
them, commonly depend upon their ingredients, and 
the proportions of such ingredients, being kept secret ; 
thus facilitating mystery and affording the opportunity 
to the proprietors of pushing the sale of them by what- 
ever flowery statements and promises seem good to 
them. Needless to say that free and lucrative use has 
been made of the opportunity for imaginative magnifi- 
cence in promises based upon the mysterious properties 
of the unknown ingredients of medicines clothed with 
the borrowed garb of non-existent patents. In the re- 
port on twenty-one of these improperly called “ patent 
medicines” laid before the Treasury on November 28, 
1891, by Mr. Ernest Hart, as Chairman of the Parlia- 
mentary Bills Committee of the British Medical Asso- 
ciation, it was pointed out that not only were these 
medicines in no way patented or protected, but that a 
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considerable number of them contained poisons such as 
opium, belladonna, strychnine, etc., and that, in virtue 
of the false assumption as to the word patent, they were 
being sold without note or warning by unlicensed per- 
sons, without a label ‘‘poison,” and in open and direct 
contravention of the provisions laid down for the safety 
of the public under the Pharmacy Act. The Public 
Prosecutor, to whom great thanks are due, took vigor- 
ous action as soon as he had independently satisfied 
himself of the accuracy of the facts stated, and the result 
of subsequent communications thereon by Mr. Ernest 
Hart to the Chairman of the Council of the Pharmaceu- 
tical Society has been that the Council of that Society 
have been induced to put in force the long dormant 
and neglected powers which the law gives them, and 
that they are now carrying out the duty which it im- 
poses on them of preventing the sale of such poisons in 
secret (miscalled patent) medicines, except with the 
legal safeguards of being duly labelled “ poison,” and 
sold under the restrictions therein involved. . . . The 
revolution which is in progress is silent; it will be neces- 
sary in the public interest that it be continuous and 
complete; and that individual submissions are the evi- 
dence of a general obedience to the law, so that secret 
medicines containing poison—a very numerous class— 
and peculiarly dangerous to infant life, shall no longer 
be, as they have been in so many instances for a long 
series of years, sold without warning that they contain 
poison, and under advertisements which might easily 
lead to quite the opposite conclusion.— British Medical 
Journal, No. 1662, p. 1018. 


CORRESPONDENCE. 


ACCIDENTS IN INTUBATION. 


To the Edjtor of THE MEDICAL NEws, 


Sir: Permit me, through your columns, to ask Dr. 
Lovett to explain to the profession concerning the “ ac- 
cidents "’ that occurred in 392 intubations reported by 
him from the Boston City Hospital (see ‘‘ Intubation 
versus Tracheotomy,” THE MEDICAL News, August 27, 
1892). 

1. ‘‘ Twenty-one times intubation was attempted and 
immediate tracheotomy was necessitated by the cessation 
of breathing.’’ That means, in every eighteenth or nine- 
teenth case the intubationist of Boston City Hospital had 
this experience: A persistent effort to place the tube in 
the larynx of a suffocating child failed; the child was 
choked, breathing ceased, and plunge-tracheotomy was 
necessitated. Dr. Lovett is asked to explain concern- 
ing this surprising statement for the instruction of the 
practising physicians of this country, who are obliged 
to read upon the lines ; experts may read intelligently 
between the lines. 

Who was this operator, or were there twenty-one 
operators, and each case the beginning experiment of 
each? I am informed that the service in the special 
diphtheria wards of that hospital is rotating, each phy- 
sician from the general staff being set aside to attend it 
for a month, _ Is it so? 

The time over which these statistics extends is five 
years. How many new men, in that time, were broken 





in for intubation? One every month for five years? 
What was their practice in preparation for this serious 
and not easy operation ? 

Dr. Lovett’s paper, so carefully prepared, and bear- 
ing the stamp of candor, has had great weight in the 
community, Here is his conclusion: “In general I 
would be glad to advocate the performance of trache- 
otomy instead of intubation . . . . except in cases 
of children under two years.’’. This conclusion is based 
upon statistics, and the statistics are made up from oper- 
ations in which 21 in 392 were failures. It is the belief 
of the writer, based upon the experience of all work 
done at the New York Foundling Asylum since the per- 
fection of the invention, and by all the numerous oper- 
ators educated in that institution, that there need be no 
such thing as failure of the operation in the hands of 
those that have had plenty of practice on the cadaver. 

There is no such thing as accident attending the 
operation itself if the operator is expert. 

Two of this ill-fated list—two of twenty-one whose 
throats were first plugged, then cut—two recovered. 

2. “In three cases death occurred during the at- 
tempt to insert the tube.” They were choked to death 
—by an expert? Never! If by a beginner—let th 
Boston City Hospital name the act. : 

3. “Two children died during choking spells.” 
This I take to mean, not at the time of operation, but 
later. If so, here has been mentioned the one danger 
of intubation that an expert need fear. A tube, how- 
ever carefully placed to-day, may to-morrow become 
plugged at its lower end from loosened folds of pseudo- 
membrane. Concerning ¢he one danger of intubation, 
Dr. Lovett commits himself to the following statement : 
‘‘ Intubation-tubes become stopped with membrane often, 
but so do tracheotomy-tubes. These are comparatively 
trifling matters’ (italics ours). Will Dr. Lovett inform 
those interested in intubation how much personal con- 
tact or supervision he had of these twenty-one cases? 

4. “In two, insertion of the tube was followed by 
convulsions,” This being interpreted means prolonged 
manipulation in the wide, open mouth of a worn-out 
croup-patient, cyanosis and asphyxia, carbonic-acid 
poisoning and convulsions. House physicians of the 
Foundling Asylum, by practice on the cadver, are able 
to insert the tube in five seconds. Any patient can bear 


that, with the prospect of prompt subsequent relief. 


5. ‘‘In two cases the tube was drawn into a bronchus, 
and death, of course, resulted.” Here, indeed, is climax ! 
An intubation-tube in the bronchus! Was this the 
work of an expert? Not in all the days of caretaking 
investigation of the first experimental work has the New 
York Foundling Hospital been able to furnish or sub- 
sequently to rear and educate a man who could do that. 


‘In the deadhouse I have repeatedly inserted a small 


tube several sizes too small for the age of the child, cut 
off the trachea at the lower end, and by means of a 
strong forceps endeavored to drag down the tube. 
What was the result? The tube slipped below the vocal 
cords on the first tug. Then it caught firmly—where ? 
On the cricoid ring. It will be remembered that Dr. 
O'Dwyer has stated that the narrowest portion of the 
respiratory ways is within the caliber of the cricoid. 
Through this the tubes experimented with could not be 
pulled even when the caliber of the ring was not dimin-. 
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ished by swelling of the mucous membrane. Now, how 
did the operator or operators manage to punch the head 
of the tube through the cricoid ring? I can conceive 
of but one way, and the answer is to be found in Dr. 
Hunter McKenzie’s report of cases (Edinb. Med. Journ., 
February, 1892). He says that after death the tube was 
found in the lower part of the trachea, and further: 
‘The tube was forced into the trachea by unsuccessful 
attempts on the part of unskilled hands to use the ex- 
tractor after death.” In short, they practised on the 
cadaver, tore up the cricoid ring, and pushed the tube 
through. 

6. This is not enough. Listen to the anti-climax : “ In 
two the introducer broke.” This might pass without 
comment did all remember what Dr. O’Dwyer has been 
saying since the first use of the instruments in private 
practice, Beside practice on the cadaver, he urged a 
gentle procedure like that of the skilled surgeon in pass- 
ing the urethral sound into the male bladder, gently, 
with educated touch, avoiding false passages made by 
others, making no new ones, I have heard no one ex- 
plain his failure to enter the bladder by saying the sound 
broke, or that his foot slipped. I cannot believe that the 
cricoid ring of the Boston child is different from that of 
the New York child. Certain it is that the Boston child 
makes a fair showing in a wrestling bout—in breaking 
two instruments. 

Dr. Lovett ingenuously relates this tale of practice 
fraught with such woe to twenty-one small children con- 
fined to Boston City Hospital, and adds: “ This list of 
accidents, all necessitating tracheotomy, it seems to me, 
is a serious commentary upon the operation of intuba- 
tion.’’ This gruesome jest can be appreciated only by 
the experienced intubationist. Poor operators and poor 
tools have been the curse of intubation. Patiently, over 
and over, from the very first, Dr. O'Dwyer has repeated : 
“ The operation is not an easy one, tt ts a mistake to 
consider it so. It requires practice on the cadaver, and 
plenty of it." To the physician or surgeon so situated 
as not to be able to practise on the cadaver, the advice 
should be given, ‘ Perform tracheotomy ; you can see 
what you are doing; it is, in the beginner’s hand, the 
safer operation.”"—(O’Dwyer.) Intubation skill is not 
born in one, neither will personal conceit take the place 
of practice. Because a man is a surgeon is no reason 
why he can place an intubation-tube gently and quickly 
in the larynx of a gasping child, The time is sure 
to come when the skilled operator will be invited to 
intubate the patients of the general practitioner, and 
that before the larynx has been mutilated by the previous 
futile attempts. 

Mr. Editor, the paper of Dr. Lovett was written in all 
candor; the conclusions rest well upon the reported 
statistics. But they must not be accepted into the liter- 
ature of to-day's busy rush till these twenty-one trage- 
dies-in-two-acts are explained. They are the heaviest 
tragedy in intubation-literature ; but from the wide-eyed 
ingenuousness displayed in the report, we may well be- 
lieve the doctor had had no appreciation of the fact. 

Finally, judging from all the accumulated experience 
of those at any time connected with the home of the 
invention, from the experience of the inventor, from 
that of the numerous house-physicians, during their 
service or since, and from post-mortem studies, I fully 





believe that all of those accidents save two (numbered 
three in the list), were inexcusable—especially in a 
hospital. W. P. Norturup, M.D. 


57 E. Skventy-NINTH St., New York. 
November 15, 1892. 





NEWS ITEM. 


The Samuel D. Gross Prize of the Philadelphia Academy of 
Surgery.—The first quinquennial prize of one thousand 
dollars under the will of the late Samuel D. Gross, M.D., 
will be awarded in 1893. 

The conditions annexed by the testator are that the 
prize “shall be awarded every five years to the writer of 
the best original essay, not exceeding one hundred and 
fifty printed pages, octavo, in length, illustrative of 
some subject in Surgical Pathology or Surgical Practice, 
founded upon original investigations, the candidates for 
the prize to be American citizens.” 

The successful competitor shall publish his essay in 
book-form, and deposit one copy of the work in the 
Samuel D. Gross Library of the Philadelphia Academy 
of Surgery. 

The essays, which must be written in the English 
language, should be sent to Dr. J. Ewing Mears, 1429 
Walnut St., Philadelphia, before June 1, 1893. 

Each essay must be distinguished by a motto, and 
accompanied by a sealed envelop bearing the same 
motto, and containing the name and address of the 
writer. No envelop will be opened except that which 
accompanies the successful essay. 

The committee will return the unsuccessful essays if 
reclaimed by their respective writers, or their agents, 
within one year. - 

The committee reserves the right to make no award 
if the essays submitted are not considered worthy of 
the prize, 
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The Demand For 


ey a pleasant and effective liquid laxative has long existed—a laxative that would be entirely 
4 safe for physicians to prescribe for patients of all ages—even the very young, the very old, 
the ant woman and the invalid—such a laxative as the physician could sanction for 
family use because its constituents were known to the profession and the remedy itself had 
been proven to be prompt and reliable in its action, as well as pleasant to administer and 
never followed by the slightest debilitation, After a careful study of the means to be em- 


- ployed to produce such : 
; A Perfect Laxative 


me the California Fig Syrup Company manufactured, from the juice of True Alexandria Senna 

f and an excellent combination of carminative aromatics with pure white sugar, the laxative 

which is now se well and favorably known under the trade name of “Syrup of Figs. With 

| the exceptional facilities, resulting from long experience and entire devotion to the one pur- 
pose of making our product unequaled, this demand for the perfect laxative 


is met by Our Method 


of extracting the laxative properties of Senna without retaining the griping principle found 
in all other preparations or combinations of this drug.- This method is known only to Us, 
= and all efforts to produce cheap imitations or substitutes may result in injury to a physician's 
=> reputation, and will give dissatisfaction to the patient; hence, we trust that when physicians 
WT g . recommend or prescribe “S of Figs” (Syr. Fici Cal.) they will not permit any substitu: 

ry GC. S © tion. The name “Syrup igs’? was given to this laxative, not because in the process 

of Manufacturing 

a few figs are used, but to distinguish it from all other laxatives, and the United States Courts have decided that we have the exclusive right to 


—_s name to a laxative medicine. The dose of “SYRUP OF Fics” 


as a laxative is one or two teaspoonfuls given preferably before breakfast or at bed time. From one-half to one tablespoonful acts as 4 
purgati be repeated in six hours if necessary. 

ea of Figs” is never sold in bulk. It is put up in two sizes to retail at fifty cents and $t.co per bottle, and the name “Syrup of 
Figs” as well as the name of the California Fig Syrup Company is printed on the wrappers and labels of every bottle. 


CALIFORNIA FIG SYRUP COMPANY, 


SAN FRANCISCO, CAL. 
NEW YORK, N. Y. 





LOUISVILLE, KY. 





—_ see Sew SUE. 
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OREZZA WATE 


is a natural, sparkling, chalybeate mineral water, has received the approval of the French Academy 
of Medicine, and is prescribed by the most eminent physicians of Europe. 








— 








IN CASES OF: Anzemia, Chlorosis, Debility, Dyspepsia, Diathetic 
- Conditions, Wasting Complaints, and all Diseases 
in which Iron is indicated. * # * 








DECHAMBRE: ‘“Ovrezza Water is agreeable and easily assimilated. It increases the appetite, favors digestion, 
and gives a feeling of strength and well-being. It is diuretic and does not constipate, A marked characteristic in 
Orezza Water is its power as a reconstituent.”—Dict. Enc. Med., t. XVII. 


OREZZA WATER is imported direct from the Spring in CORSICA, FRANCE. 


SOLE AGENTS | E. FOUGERA & CO., 


FOR THE 


UNITED STATES. : 26, 28, 30 North William St., New York, 


LIQUEUR DE LAVILLE 


A PROMPT, TRIED AND INFALLIBLE SPECIFIC FOR 


Gout 


IN ALL PERIODS OF THE ATTACK. 
Dose: 1 to 3 teaspoonfuls daily. 


Professor BROWN-SEQUARD, at a meeting of the Paris Society of Biology, October 15, 1887, said: ‘Laville’s 
well-known remedy acts marvelously well in gout, in witness of which I cite the following circumstance which occurred under my own 
observation: Dr. Fleury, of the French Faculty, and also author of several works on hydrotherapy, had an attack of complete paralysis 
of the right side, with anzesthesia and aphasia, Precursory symptoms having appeared on the night before, he directed that in case he 
would be unable to read or write, a large dose of Liqueur de Laville should be given to him, provided I saw no objection to it. I 
assented. Two hours afterward all symptoms of paralysis had disappeared.” 

E. FOUGERA & CO., 26-30 William St., New York. 








AUBERGIER’S LACTUCARIUM. (syrup anv Paste. 


Approved by the Paris Academy of Medicine. 


THE BEST REMEDY ror 
COUGHS, COLDS, ACUTE AND CHRONIC BRONCHITIS 


AND LA GRIPPE OR INFLUENZA. 


“On account of its entire harmlessness, together with its great efficaciousness in Colds, the Bronchitis, and La Grippe, 
an immense vogue has been assured to Aubergier’s Syrup of Lactucarium.” (formulary of PROFESSOR BOUCHARDAT, 


Paris Faculty of Medicine.) 
AUBERGIER’S PASTE, 


which contains but little sugar (and is not crystallized or candied), is used in the same cases as the syrup. Its ¢ransparency and agreeable 
Savor make it superior to other pectoral pastes. E. FOUGERA & CO., 26-30 N. William St., New York. 
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BOOKS FOR STUDENTS # PHYSICIANS 


Whitla’s Dictionary of Treatment. 


A Dictionary of Treatment; or Therapeutic Index, including Medical and 
Surgical Therapeutics. By Wituiam Wurrta, M.D., Professor of Materia Medica and Therapeutics in the Queen’s Col- 
lege, Belfast. Revised and adapted to the United States Pharmacopceia. In one square, octavo volume of 917 pages. Cloth, $4.00. 


Dr. Whitla has, we think, been fortunate in the selection of a title for hislatest | tions, and the younger practitioner will find in it exactly the help he so often needs 
work, We have already dictionaries of medicine and dictionaries of surgery; he | in the treatment both of those who are ill, and those who are ailing. Atthe same 
now provides us with a dictionary of treatment, And reference to the volume | time the most experienced members of the profession may usefully consult its pages 
shows that it really is what it professes to be. The diseased conditions are arranged | or the purpose of learning what is really trustworthy in the later therapeutic 
in alphabetical order, and the methods—medical, surgical, dietetic and climatic | develop The Dictionary is, in short, the recorded experience of a practical 
—by which they may be met, considered. On every page we find clear and | scientific therapeutist, who has carefully studied diseases and disorders at the bed- 
detailed directions for treatment, supported by the author’s personal authority | side and in the consulting-room, and has earnestly addressed himself to the cure 
and experience, whilst the rec dations of other p observers are also | and relief of his patients. Dr. Whitla is to be congratulated upon the thoroughness 
critically examined. The book abounds with useful, practical hints and sugges- | with which he has realized his idea.— The Glasgow Medical Journal, April, 1892, 























Wharton’s Minor Surgery and Bandaging. 


Minor Surgery and Bandaging. By Henry R. Wuarron, M. D., Demonstrator of Surgery and Lecturer 
on Surgical Diseases of Children in the University of Pennsylvania. In one very handsome 12mo. volume of 498 pages, with 403 engrav- 
ings, many being photographic. Cloth, $3.00. 

This new work must take a first rank as soon as examined. Bandaging is well | in detail. Hence this work becomes a most valuabl panion-book to any of 
described by words, and the methods are illustrated by photographic drawings, so | the more pretentious treatises on surgery, where simply the general advice is 
as to make plain each step taken in the application of bandages of various kinds to | given to nandage, amputate, intubate, operate, etc, For the student and young 
different parts of the body and extremities—including the head. The various | surgeon, itis a very valuable instruction book from which to learn how to do 
operations are likewise described and illustrated, so that it would seem easy for the | what may be advised, in general terms, to be done.—Virginia Medical Monthly, 
tyro to do the gravest amputation. The various established operations are described | October, 1891. 








Jackson on the Skin—Just Ready. 


The Ready-Reference Handbook of Diseases of the Skin. By Gzorcz Tuomas Jackson, 
M. D., Professor of Dermatology, Women’s Medical College, New York Infirmary. In one 12mo. volume of 534 pages, with 50 illustra- 
tions and a colored plate. . Cloth, $2.75. 
A age AUTHOR is widely known as a writer, teacher and practitioner in connection with the subject cf skin diseases, He has undertaken to 
present in compact form a working knowledge of this department of medicine in conformity with the latest and most approved practice. 
The alphabetical arrangement of diseases will render the book convenient for reference, and the large number of illustrations, including a hand- 
some chromo-lithograph and many photographic engravings, will aid materially in making a vivid and lasting impression. 





King’s Obstetrics—New (5th) Edition. Just Ready. 


A Manual of Obstetrics. By A. F. A. Kine, M. D., Professor of Obstetrics and Diseases of Women in the 
Medical Department of the Columbian University, Washington, D. C., and in the University of Vermont, etc. New (fifth) edition. In one very 
handsome 12mo. volume of 446 pages, with 150 illustrations. Cloth, $2.50. 

So prehensive a treatise could not be brought within the limits of a book | are nine hundred pages of matter between the covers of this manual of four 
of this size were not two things especially true. First, Dr. King is a teacher of | hundred and fifty pages. We cannot imagine a better manual for the hard-worked 
many years’ experience and knows just how to present his subjects in a manner for | student; while its clean and practical teachings make it invaluable to the busy 
them to be best received; and, secondly, he can put his ideas in a clear and con- | practitioner. The illustrations add much to the subject. matter.— 7he Nationat 
cise form. In other words, he knows how to use the English language He gives | Medical Review, October, 1892. 
us the plain truth, free from unnecessary ornamentation. Therefore we say there 








Remsen’s Theoretical Chemistry—New (4th) Ed. Just Ready. 


Principles of Theoretical Chemistry, with special reference to the Constitution of Chemical Com- 
pounds. By IRA REMSEN, M.D., Ph. D., Professor of Chemistry in the Johns Hopkins University, Baltimore. Fourth and thoroughly 
revised edition. In one handsome royal 12mo. volume of 320 pages. Cloth, $2.00. 


4 lage work gives a brief and clear statement of the principles upon which the modern science of chemistry is based. The demand for four 
editions testifies not only to the intrinsic excellence of the work, but likewise to the growing appreciation of the fact that an understanding of 
the theory is a necessary foundation for a thorough working knowledge of chemistry. 





LEA BROTHERS & CO., PUBLISHERS, 706, 708 & 710 Sansom Street, PHILADELPHIA. 
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~ THE MOST ACCURATE 


way of estimating the virtues of - 
ELIXIR THREE CHLORIDES 


amy seems to be first—to fix in our minds what we know, iron, 
ra" arsenic and mercury, as isolated chlorides are capable of 
doing when introduced into the system. Second—to make 


h li Ne ONE BOTTLE ONE 
the application, MONTH'S REMEDY, 
IT RECOMMENDS ITSELF THEORETICALLY, WM. F. KIER, M. D. 8T. Louis, 
’ 
POPROFO-OHTORIDN MOR Sonat, —-ENZ & HENRY, tg Habitat Grestipeton owe oray- | HENRY’S TRI-1ODIDES. 
te, Febereplents, Maleein. ah sary for Gout and Rheumatism. 


Paap er i yh aad CHEMISTS, Beet, Chores, Zymotic, Oatarruel and Dermate: 
rea, and Derma 
ELIXIR CALISAYA ALKALOIDS, ui LOUISVILLE, KY. logicat Diseases, Anemia from any cause, etc. Send for Evidences of its Value. 
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Do You Lose Money? 


MEAN,.do you lose sight of old bills? Do you have trouble 
to prove your claims? and do you fail to get in all your 
charges because your system of accounts is faulty? 

When a patient asks, “How much do I owe you, Doctor?” can 
you tell him exactly in ten seconds? No? Then you are not using Dr. 
Walker’s “Complete Book of Records,” and you need it. Just out; 
new idea; perfect; cheap. All manner of accounts complete in one 
book; original entry. You may see sample pages and learn al} 
particulars, at the expense of one postal card, by sending your name 
and address to Keystone Publishing Co., Philadelphia. Do it to-day. 


Write your name plainly. 
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Derangements of the Liver, 


HORSFORD’S ACID PHOSPHATE 











has been used with good effect in diseases of the liver, and biliary disorders, 
where an acid treatment is indicated, and has especially proved a desirable 
medium to employ in chronic hepatic affections. By its action it stimulates 
the liver and promotes an increased flow of bile. 

The Acid Phosphate is far superior to the nitro-muriatic acid of the 
pharmacopoeia, in that it serves to assist digestion, and promotes in a marked 
degree the healthful action of the digestive organs. 7 


. Dr. O. G. CiLLey, of Boston, says: “I give it in all cases where there 
is derangement of the liver, with the most remarkable success. With my 
patients it has agreed wonderfully.” 

Send for descriptive circular. Physicians who wish to test it will be furnished a bottle 


on application, without expense except express charges. 
RUMFORD CHEMICAL WORKS, PROVIDENCE, R.I. 





BEWARE OF SUBSTITUTES AND IMITATIONS. 


M°ARTHUR’S SYRUP 


(Syr. Hypophos. Comp. C. P. McArthu:) 





Is a standard and reliable preparation as proved by the test of years. 

The reason why it has attained this enviable reputation is because of its chemical 
purity and the scrupulous care taken in its preparation. It is not a conglomerate 
mass of poly-pharmacy but embodies the valuable therapeutical properties of lime and 
soda, without other objectionable ingredients. 

McArthur's Syrup has wonderful healing and tonic properties. 

Used with great success in Consumption, Tuberculosis, Scrofula, Cough, Brain 
Exhaustion, Alcoholism, Impotence and General Debility. 

Endorsed by Pror. H. L. Byrp,and Pror. Joun S. Lyncu, of Baltimore; J. Monr- 
FORT SCHLEY, M.D., of New York; Gertrupe G. BisHop, M.D., of Brooklyn; 
Joun DIxweELt, M. D., of Boston; F. LeSieur, M.D., of Philadelphia, and many 
more eminent Physicians. 

Any Physician not familiar with McArthur’s Syrup of the Hypophosphites 
Comp. (Lime and Soda), and willing to pay express charges, will receive a bottle 
free on application. 

Sold only in 12 ounce bottles, never in bulk. 

Send for pamphiet treating of the use of the Hypophosphites. Prepared 
expressly for Physicians’ use. 


McARTHUR HYPOPHOSPHITE CoO. 


BOSTON. 








